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PREFACE. 



When, some months since, the publishers of this work in- 
vited me to write a Manual on Diseases of Women, for the 
use of students and practitioners, I accepted the task with 
grave misgivings of the possibility of writing any compara- 
tively small book which would do justice to this important 
subject. Yet many years of experience, both as a clinical 
teacher and lecturer on obstetrics, had taught me that 
students rarely mastered the more comprehensive gj-necolo- 
gical treatises, whichlwasmysolf in the habit of recommend- 
ing to my class : such, for instance, as those of Br. Gaillard 
Thomas, Dr. Eobert Barnes, Dr. Emmet, Dr. Karl Schroeder, 
etc. The course of obstetrics and gynecology, embracing 
both practical midwifery and the study of the diseases of 
women, is a most extensive one. How inadequate ia the time 
at the dispcsal of a lecturer to complete a satisfactory course 
even of obstetrics in one winter session, is known only to 
those teachers who have had experience of the effort to do 
80. The obstetric course is not generally attended until 
the third or fourth winter session. The student of that 
year is endeavouring to attend his hospitals, to complete his 
latomical and physiological knowledge, and is engaged in 



learning the elements of pathology and the theory and 
practice of medicine and surgery. Naturally the ordinary 
student complains that he cannot read the larger standard 
works on 'Diseases of Women.' 

There ia another difficulty in the way of the student and 
his acquisition of gynecological knowledge. In any large 
Metropolitan hospital, and school connected with it, this may 
not so much be felt, but it certainly is in those schools 
with which there is not associated a large extern depart- 
ment for the treatment of women's affections. It is hard 
for a student to take a mental grasp of that which he has 
not been shown practically either in the ward or theatre. 
The study of gynecology in this respect differs from either 
that of the practice of medicine or surgery, with which 
branches of his art, even with ordinary observation and atten- 
tion, he becomes fairly familiar as he attends his hospital 
ward and dispensary from day to day. This facility is not, 
as a rule, afforded him in the examination of uterine cases. 
Ho tabes up the larger work on 'Diseases of Women,' 
weighted with the feeling that he lias to wade through 
pages of pathology and symptomatology, which he has never 
seen practically explained either at the bedside or at an 
autopsy. 

Unfortunately, many students look on the treatment of 
women's affections as a 'specialty.' This is but one of the 
many disastrous consequences which have followed that 
modem parcelling out of the body into segments, and the 
handing over of a small piece of it to this or that specialii 
to exercise his speculative ingenuity in tho discovery 
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some diseased condition beyond the ken of the ordinary 
physician. A mushroom-like brood of specialists and 
specialties appear daily to be sprouting into existence. 
With some experience of ' special ' work, I have come to 
the conclusion that, with the exception of ophthalmology 
and otology, there is, or rather ought to he, in the hands 
of most well-trained and well-educated physicians and 
surgeons, no necessity for that abandonment of the right- 
ful responsibility which as physicians or surgeons they 
should assume to their patients. To share such responsi- 
bility with another in consultation must frequently be alike 
their duty and privilege. And the discharge of such duty 
brings at all times a pleasurable feeling to the practitioner, 
when he can call to his assistance a ripe and cultured expe- 
rience, especially if that experience be founded on a wide 
and general knowledge of disease, and one which is un- 
biassed by the naiTower views that grow out of a limited 
field of observation. 

It is a lawful ambition of the physician or surgeon to 
acquire a reputation for special work in any department or 
departments of medicine or surgery. But he can best 
apply this particular knowledge, who cultivates it without 
neglecting to impiove his acquaintance with the diagnosis 
and treatment of disease in other organs. 

In speaking thus, I do not necessarily allude to excep- 
tional and serious operative measures, where experience in 
the details of an operation or in surgical manipulation alone 
justifies a man in undertaking such. But these are the 
' exceptional cases in daily practice. And it is of the every- 



d&j duly of the physician or surgeon to his patients I 

speaking. 

To my view disastrous consequences have followed &0 
public craze for gpecialiBts, and into which latter-day 
faaliion society has been led by the profession itself. It haa 
encouraged a feeling that accurate knowledge is only to be 
attained by the few, thereby tending to develop a wide- 
.ipread empiricism ; it haa, I believe, injured the profes- 
sional standing of the general physician or surgeon by 
difTusing a belief in the public mind that his knowledge is 
of a less exact, and therefore inrerior kind, and that it does 
not quality him to grapple with any grave or unusual diffi- 
culty. It has tended to throw doubt on his technical skill 
and manipulative power. 

I have instanced the sciences of ophthalmology and 
otology as exceptions. I do so, inasmuch as I believe 
that peculiarly technical and manipulative knowledge, and 
very special experience, aie required for the successful 
treatment of a considerable proportion of ophthalmic and 
aural affections, Not that I think any educated phy- 
sician should be deficient in a knowledge of the use of 
the ophthalmoscope. This I have exemplified in the con- 
clusion of the present work. 

I am aware that in writing thus, I am giving expression 
to views that many will regard as most unorthodox. Still, 
in stating them openly, I shall at least have the satisfaction 
of knowing that I have given honest expression to my 
convictions. 

This volume, which I venture to ]>lace in the hand of 
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^P Itntli student and practitioner, is not meant to toks the 
place of such treatiseB as those of Barnes, Gaillanl Thomafi, 
or the most admirable and recent work of Hart and Bar- 
bour, which, as a. technical work, is one of the most valuable 
tot its size for a student that I know of in the English 
'language. Nor do I recommend any practitioner interested 
in this subject to miss the pleasure of reading the enjoy- 
able 'Lessons' of Goodell, the graphic work on 'Ovarian 
Tumours' by the master ovariotomist of our time, Sir 
Spencer Wells, the admirable treatise of Lawson Tait, or 
the practical lectures on ' Diseases of Women ' by Matthews 

» Duncan. These, and many other works by eminent Conti- 
nental, American, and British authors, may be perused with 
tntercst and profit I do not attempt in this book to 
introduce lengthy descriptions of several serious gyne- 
cological operations, such as those of Pon'o, Freimd, 
ovariotomy, and some of the more complicated vaginal 

i .operations. The steps of operations in the various forms 
flf fistulas I do not enter into. All these operative pro- 
cedures will be found fully described in the larger obstetrical 
Torka, and in treatises on general surgery. 
This book, then, is simply intended as a practitioner's 
and student's manual. I have endeavoured to make it 
as practical in its teaching as possible. 
^^ I have to exiiress my obligation to several leading 
^L London inBtnmient-makera for their courtesy in giving me 
^Hblocks of nearly all the appliances represented, especially 
^HMessFs. Arnold, Krohne and Seseman, Maw and Son, Mayer 
^^nnd Meltzer, and Messrs. Matthews. 
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I have tio thank my friend Dr. J. Hill Gibson for his 
kindness in reading and assisting in the correction of 
the proof-sheets. 

If the book is found useful as a safe guide in practice by 
the practitioner, and an assistance in the study of this 
branch of his profession by the student, it will have ful- 
filled its mission and the object of the author. 



141, Habley Street, W. 
May, 1884. 
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CHAPTER I. 

I ANATOMICAL PACTS BEARING ON GYNECOLOGICAL PRACTICE. 

It IB outside the scope of this work to enter into a detailed 
descriptiDa of the female pelvic organs and their relations. 
But a few practical anatomical lessons have to be remembered 
by every student and practitioner when examining or con- 
ducting a gynecological case. It is necessary in the first 
place very briefly to allude to these, 

Vulva (Fig. 1), — The vulvar oriSce is elliptical in shape 
and comprises the mons veneris, labia majors, labia minora, 
clitoris, meatus urinaritis, vestibule, fossa navicularis, four- 
chette and hymen. The orifice varies in size in different 
individuals. In some women the vulvar opening is mycon- 
tracted. Its size and elHptical shape influence us both in 
the choice and method of introduction of a speculum, in the 
virgin, and in sensitive women. The best specula are those 
of a. tapering form, or such as expand with two or three 
blades, on the principle of Cusco. Occasionally there is 
oomplete atresia of the vaginal orifice. Here it will be 
necessaiy to interfere surgically. The sebaceous follicles on 
the inner surfaces of the labia, with the adjacent mucous 
membrane, offer to all contagious secretions a large surface 
for the retention of fluids, septic particles, or any specific 
vims. On these membranes we find, occasionally, in un- 
1 
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healthy states of the system, aphthous aores specific ulcers, 
purulent diGcharges, gangrenous states , m children noma 
vulva. Their exposed position renders them specially liable 
to injury, either from accidmt cr vinlpnt intercourse. The 




apposition of these mucous eurfaces, and the conseqtu 
irritationyprodiiced hy friction during exercise, and h 

flammatory states of the vagina, in which we 
unhealthy discharges, leads to a sense of heat in the vul^ 






and the other symptoiaa of vulvitis. During the f 
themata, in puerperal and other fevers, smallpox, measles, I 
scarlatina, these parts are occasionally inflamed. From 
what I have just said of the predisposition of the follicles 
and mucous memhrane to inflammation, their occasional 
exposure to irritating secretions, and the effects of unclean- 
liness and icjurieB, wo have, in the abundance of cellular i 
tissue found under the mucous membrane, a ready explana- 
tion of the frequency with which phlegmonous inflammation 
attacks the vulva. Beneath the labia is the vascular bulbous 
hirudiniform body, the bulb of Kobelt, which is composed 
of a large plexus of veins. In this anatomical arrangement I 
wo have an explanation of pudendal hemorrhage and ' 
thrombus, I have seen fatal hsemorrhage follow from 
malignant ulceration of one labium, notwithstanding that 
every means of treatment was used, including porchloride 
and peraalphate of iron, various astringents, actual {Pa- 
quelin's) cautery, combined with plugging of the vaginal 
canal, an external compress, and a firm T-bandage. The 
large vascular supply of the vulva accounts, also, for the 
occurrence of septic poisoning and septicaemia, which at 
limes follow injuries and abscess of the vulva, from the 
breaking down of thrombus and the exposure of coagula. 
From these remarks it is evident that cleanliness is the 
first essential of treatment in any case of vulvar inflamma- 
tion, and that neglect of cleanliness leads to many of the 
affections we find attacking this part. The vulvo-vaginal 
gland occasionally has its duct occluded, and here, as else- i 
where, when this occurs, over-distension of the duct may 
follow, with inflammation of the lining membrane spreading 
to the gland, arrest of secretion, and abscess in the gland ; 
or hyper-distension of the gland and the formation of a 
cyst. The presence of a defined tumour at either side of 
the vulva, varying in size from a large nut to a pigeon's 
1—2 



egg, painful and SuctDciting. is pretty characteristic. Ths] 
free use of disinfecting solutions, as carbolic solution (^) or 
Condy'a fluid, is indicated, when any incisions are made for 
the relief of pns in vnlvitis. The analogy of the labia to the 
male scrotum is obvious. As the loop of intestine descends 
with the spermatic cord in the male to the scrotum, so it 
passes with the round ligament to the labium in the femala 
Care must be taken not to mistake a painful hernia of the 
labium for an abscess. Unless there be strangulation, the 
hernia returns with the horizontal posture and pressure, 
and a truss with a perineal strap may be worn to retain it, J 
The obliteration of the canal of Nuck explains the compar 
tive rarity of inguinal hernia in the female, 
cele of the round ligament may occur. 
Thomas on Pudendal Hydrocele : 
eighth edition. 

TnE Clitoris. — This may be hypertrophied and abnom 
in size. We should remember its position at the commenofl 
ment of the vestibule half an inch behind the anterior augq 
formed by the labia. It must be avoided in digital examina- 
tions, by keeping to the rectal wall of the vagina, and when 
passing the catheter, by arriving at the meatus through 
the guide afforded in the cord-like feel of the urethra, 
beginners have a difficulty in hitting oif the c 
urethra, or there be any delay in finding it, it is far less 
tressing to the patient, and saves useless bungling, to a 
rate the thighs and gently drawing apart the labia to 
the urethral opening. The operation of clitoridectomy fi 
various disorders of the nervous system, more € 
epilepsy and hystero- epilepsy, brought on by n 
is not an accepted operation in this country.. Yet mas 
bation leads to every form of nervous mischief i. 
Rather must we combat it by judicious moral mea 
healthier mental and physical occupations and enjoymeu 





Bven if we do not lead the patient to believe that we sns- 
■pact the habit, we must by the directions we give in her 
liearing, or to her, let her feel that such a practice, or any 
that leads to nodue excitement, ia bad for her. Next to 
mastiirbatioD, too frequent medical examinations^ — as often 
demanded by the woman as they are unnecessary for any 
therapeutical or diagnostic purpose on the physician's part 
— are to be condemned. The obstetric art is made the 
opprobrium of scientific medicine if uncalled-for examina- 
tions are made. 

The URETHB.i. — The shortness of the female urethra saves 
the woman the penalty paid for every additional inch in length 
of the male canal. Its dilatability admits of digital explora- 
tion of the bladder, after dilatation with an ordinary urethral 
dilator, a small glove-stretcher, or any uterine dilator. It is not 
necessary to put a patient to the slow torture of sea-tangle 
or tupelo dilatation. Its distensibility renders litholapaxy 
(Bigelow's operation) or lithotrity, comparatively, an easy 
operation in the woman. We never can experience any 
difficulty in relieving the female bladder. The stem of an 
ordinary pipe, a straw, a goose-quill, any short tube over 
three inches long, will successfully accomplish this necessary 
operation, if we do happen to forget our catheter. Any 
little warty growth about the nyraphre or urethra should 
demand our attention ; so also any discharge pouring from 
its orifice. In ordinary vaginitis the uretlira has not gene- 
rally an inflamed, pouting appearance. It frequently has in 
gonorrhceal inflammation. (I shall refer to caruncle of the 
urethra further on.) Warty conditions and hypertrophied 
8tates of the nymphic occasionally occlude the orifice of the 
urethra. 

The Vagin.*.— This canal, about the length of the fore- 

iger, is narrow below, and very distensible in women who 

liaye borne children, widening at its uterine extremity; 




FlO. 2.— Section of the body o£ a woman, aged twenty-Eve. 
thePelsio Viscera and PerinffiuiQ. (Adapted from ' Atlas of DescripS 
Anatomy.') (After Heitzman.) 

of its wails are shown by the inherent power that t 
v^ina possesses of expelling its contents ; take for e: 
the expulsion of the after-birth, the speculum, phyaometr 



collections. It ia not a fixed canal, but freely movable, and 
is materially influenced by the acts of respiration, depressed 
during inspiration, rising again doling expiration. The posi- 
tion of the bladder, the distension of the rectum, the state of 
the superincumbent viscera, pressure on the abdominal wall, 
all affect the vagina. The dense bed of cellular tissue which 
unites it to the base of the bladder, and still lower down, 
^^ and more intimately, to the urethra, affords a clue to the 
^^BBBOciation of movement between the bladder, uterus, and 

il. 





Pio, 3.— After 
■howing DiBteaded Rectnm, 
and Empty Blnddur. 

vagina. Its connection posteriorly to the rectum, through 
the peritoneum above and loose cellular tissue inferiorly, 
explains a similar association of movement with the 
rectum, though in a less degree.* We have thus a movable 
muscular tube, influenced on all sides by the surrounding 
viscera and its walla endowed with considerable elasticity. 
It has intimately connected with it an organ whose weight 
and position vary from time to time, subjected to much the 
eatno influences from its surroundings as the vagina itself, 
and by which canal it is in great measure supported. The 
» See fig. 8. 
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only sound gynecological view to take of the vagina is VM 
regard it as the important bond of union between the uterus, 
rectum, and bladder, while forming with the perinceal body 
the support inferiorly of the uterus. Its muBcular walls 
further endow it with this supporting power. But the terms 
' canal ' and ' tube ' are apt to give the student an erroneous 
impression. They give the idea of a, cavity. True, in old 
multipara, in cases of procidentia, when wa have uterine 
displacements, or at times when we have abnormal states of 
the bladder or rectum, and of the reflections of peritoneum 
connecting the uterus with these viscera, the vaginal walls 
at the fundus may be separated. But we have only to 
watch the passage closing after an ordinary examination, 
or feel for ourselves — in the introduction of the finger 
— the close apposition of the vaginal walls, to be con- 
vinced that the normal condition of the vagina is one of 
complete closure. Two most important purposes are thus 
effected. Greater support is obtained for the uterus above ; 
the entrance of putrefactive elements is prevented from 
below. In atonic states, when the muscularity of the 
vaginal walls is lost, we lose much of this advantage, 
the uterus sinks, and if, as unfortunately is oft«n the case, 
the perineal body has also suffered, and is deficient in tone 
and vitality, or still worse, has been injured by previous de- 
liveries, the displaced uterus becomes still more dis- 
placed, dragging with it the anterior vaginal wall, which in 
its turn descends, and we have the first stage of the sub- 
sequent procidentia or prolapse. I cannot but help think- 
ing that with the modern rage for so-called ' supports,' and 
our muddled mechanical ideas of pessaries, the varieties of 
which are so infinite, man's ingenuity is taxed to the utter- 
most to destroy that very uterine support which nature has 
devised. I speak of their misuse, not of their scientific and 
legitimate application. Perhaps no gynecological appliance 



wia more uommool}' abused than a pessary. To fix a rigid 
I and immovable bar or ring in the normal vaginal pasBage, is 
eaaentially barbarous and unscientific. Yet this is what is 
done in thousands of cases every day by men ignorant of 
the first principle of a uterine lever support, until we have 
occasionally to cut it out of the vaginal wall in which it has 
formed for itself a bed. 

The vast extent of the mucous membrane lining the 
vaginal passage explains the difficulty we experience in curing 
vaginitis and the severity of gonorrhceal infiammatlon in the 
female ; its folds and rugie affording hiding-places for secre- 
tion and impure discharges, while its numerous vascular 
papillie, with their investing epithelium removed, at first 
congested and prominent, finally become hypertrophied and 
granular. 

The HYams. — I have seen one remarkable case where 
the hymen was rigid and unruptured, only a small aperture 
exifiting, and etill the patient became pregnant. This only 
establishes the fact that penetration is not necessary for the 
act of conception to take place. Often this thickened hymen 
gives rise to trouble after marriage. The passage of an ex- 
panding trivalve conical speculum with diverging blades, 
if necessary under chloroform, and the gradual separation 
of the blades by the screw will at one sitting generally 
rectily this defect. For the far more serious vice of con- 
formation, imperforate hymen, which has, as its consequence, 
retention of the menses, the best treatment, in my ex- 
perience, is a crucial incision, made under carbolic spray ; 
and after evacuation of the thick, black, tarry fluid which is 
generally secreted in this condition, to wash out the vaginal 
cavity repeatedly with warm Condy's fluid or carboUc lotion, 
applying a T-bandage to the vulva, and passing twice daily 
\ small plug of salicylic acid wool soaked in glycerine into 
Kthe vagina 
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of uterine enlargement or rectal incoavenieuce, cui enemu 
should first be administered, and the rectum carefully, 
gently, but thoroughly explored with the finger, I havy 
only to remark on the necesfiity for gentleneBs in all such 
manipulations. It is better first to partlyintroducethe fore- 
I finger of the left hand, well anointed with vaseline, slowly 
stretch the external sphincter to either side, and then gra- 
dually insert the entire finger and explore the rectum; we 
may detect internal hajmorrhoids, or a stricture, or a collec- 
tion of fluid in Douglas' pouch, or uterine retroversion or 
enlargement In pelvic cellulitis, perimetritic and parame- 
tritic efiusions, such an exploration is essential to endeavonr 
to define posteriorly the nature (yielding or unyielding) of 
such effusions. Thus also we 
may often best ascertain the 
size, sensitiveness, or degree of 
congestion of the ovary, I 
need say nothing of the dis- 
gusting system of periodical 
dilatation of the rectum (even 
under chloroform) for an ex- 
cessive reflex irritability of the 
sphincter, with dryness of the 
mucous membrane, brought on 
occasionally by erotic practices, 
and I fear also by too frequent 
medical manipulations. 

The Utebus. — It is right 
that we should always have 
before our mind what are the 
■" dimensions, size, and weight 
of the healthy uterus in the 
young virgin, and in the adult and multiparous woman, I 
take those of Kichet and Sappey. 
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UTEEUS. 

MeMiirement in inches. 



Utire Utonm, longitudinal 


Virgin. 


NuUipane. 


Multipane. 


2'20 


2-52 


2-72 


thiclmBBB . 


0'85 








1-22 


1-80 


1'90 




0-80 


1-08 


1-24 


length 


1-80 


2-20 


2-14 


Ithmua aleii, length 


O'aO-0-25 




0-18 


Width 










0']2 








Gnuns. 




Grains. 




360 to 1000 




1800 to 1800 


Capacity , , . . 




2-3 ccm. 


3-5 com. 



The uterus in the normal condition should not be felt 
above the pobea It is first felt over the pubes at the third 
month of pregnancy, and two fingers' breadth above it at 
the fourth. In the natural state it lies anteverted in the 





Utems (Ramabothaiu), 



Fig. S.— AJter Braune, showing 
Uterus preeaed upon by Distended 
Bladder and Rectum. 



pelvis. It is included between two lines, one drawn from 
the saoro-vertebral angle to the lower border of the pubic 
bone, and the other carried from the inferior mai^in of the 
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fourth piece of the sacrum to the lower border of ihe B 
physis. The axis of the uterus, roughly speaking, corre- 
sponds with that of the pelvic brim. It is well to remember 
how freely movable the healthy uterus is, sluiiff, as we cor- 
rectly say, ia the pelvis, by its various ligaments. This 
mobility is influenced by the size of the uterus, by the 
condition of the surrounding cellular tissue, the state of 
the pelvic ligaments ;— fixation of Ihe ylems being one of the 
most important guides in the diagnOBis and prognoBis of 
various uterine affections. It is frequently fixed in fibroid 
enlargement, in malignant disease, and by effusions in para- 
metritis and perimetritis. Wo are enabled, from the normal 
size and dimensions of the uterus, comparatively to estimate 
its increiBse in size in certain morbid states, notably in 
fibroid enlargement, and subinvolution. The dimensions of 
the lEthmus explain to us the diffictdty occasionally met in 
passing the uterine sound, and, still further, how essential 
free dilatation of the sphincter uteri is in any form of 
intra-uterine medication, how readily the narrow canal may 
be closed by reflex spasm, by irritation, or inflammation, 
and thus irapriaonment of secretions or medicated solu- 
tions take place in the uterine cavity. But just as im- 
portant is the situation of the isthmus uteri with regard to 
the reflected folds of peritoneum, utero-rectal and utero- 
vesical. Above and below the isthmus uteri the organ is 
free, being supported just at this part by the bed of cellular 
tissue which surrounds it. The organ is thus balanced 
in the pelvis by the reflection of peritoneum and encircling 
cellular tissue. These facts explain the proneness of the 
uterus to bend backwards and forwards just at this sitaa- 
tion — a bending still further increased by the consequent 
constriction of the blood-vessels at the junction of the 
cervix with the body, and an increase of weight posteriorly 
or anteriorly from congestion of the tissues in the posterior 




anterior wall of the fundus above the seat of constriction, 
'onstriction leads to congestion, congestion to hyperplastic 
effusion, and this to abnormal tissue-formation, which ulti- 
mately leads to contraction, and resulting flexion ; flexion 
produces narrowing or twisting of the uterine canal at this 
spot, and stenosis, with all its consecutive ills. 

This gives ua an insight into the natural sequence of 
changes that tend to produce congestion of the fundus 
uteri, stenosis of the cervix, hyperplastic efl'usion, versioDS, 
flexions, fibroid development in the uterine walls, hardness 
of the cervis, amenorrhcea, dysmenorrhcea, and sterility. 
This freedom of movement teaches us also how important 
it is to look to the uterus in the female for the source of 
iTesical irritation, retention, or incontinence of urine, I had 
case in which for twelve years there was incontinence of 
■ine, until, ultimately, the patient, a lady, was shut out from 
the enjoyment of society, and had always to wear a napkin 
or urinal; life was miserable, from the constant passing and 
dribbling of the urine. She had been placed under a variety 
of treatment. I straightened an ante-flexed ut«ruB, inserted 
kt first a galvanic stem pessary, and afterwards a Coghill's 
with a vaginal ring, attended carefully to the bowels, 
bud restored the general health with tonics. For some 
years past this patient has been restored to perfect health 
and comfort ; nor is there the least tendency to any un- 
usual irritation of the bladder. 

Uterine fibroids, collections of fluid or old effusions in 
Douglas's space, relaxation of the utero-sacral supports, 
will also throw the uterus forwards, and press it against the 
bladder. How obviously prudent, then, is the general rule 
in all cases of vesical trouble in women, where no ready ex- 
planation is otherwise afforded, to make an examination and 
ascerttun the condition of the uterus. The ready manner 
which slight swelling of the macous lining of the narrow 
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canal of the iBthmus uteri may cause its cloaure and iq 
prison secretions, forces on us the importance of the golden 
rule, always to dilate the canal of the cervix before internal 
medication of the cavity of the fundus, and to maintain 
that dUatation when there is any suspicious flow, especially 
of a hemorrhagic character, from the interior of the uterine 
cavity. 

This same fact shows how futile are those abortive 
attempts to treat mechanical dysmenorrhcea associated with 
sterility, or ordinary congestive dysmenorrhcea consequent 
upon stenosis of the oa uteri, by any of those playful slitting 
operations of the cervix that do not reach the real cause 
of the obstruction, disappointing alike the patient and 
practitioner. The stress laid on the essential axiom, to 
thoroughly divide the canal of the cervix uteri, in cases 
of stenosis, when operating for dysmenorrheoa and sterility, 
was one of the features in the impressive teaching of the 
late lamented Dr. Marion Sims, a passing tribute to whose 
memory and genius, having known him personally for some 
years, I may be permitted to make. 




Fra. 0. — Uterus nnd Appendages, 

The Uterine Ligaments and the Pelvic Fa.scia.-J 
While the mechanical purposes secured by these ligamefl 
ten in supporting the uterus and mainta" 
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t la position, more especially the utero-sacral, broad, aud 
I round ligaments, there are some other matters connected with 
their attachments and relations that must not be overlooked. 
Tha uterus is mainly prevented from falling downwards 
and forwards by the utero-sacral folds of peritoneum ; in 
the dragging and stretching of these we have doubtless a 
ready exjilanation of the characteristic pain felt over the 
sacrum in certain cases of ante version. The vascular 

tpnd sensitive round ligaments, doubtless, contribute their 
ihare to the support of the uterus, and, perhaps, may 
serve other purposes (Eainey), through the muscular power 
with which they are endowed, in altering the direction of 
the uterus ; when they are put on the stretch and dragged 
on, in displacements and in procidentia, we have a 
satisfactory chie to that characteristic pain running in 
the course of these ligaments, and so frequently accom- 
panying ovarian pain in congested states both of uterus and 
ovaries. The association between over-distended conditions 
of the bladder, and uterine discomfort, we have an explana- 
tion of in the connection of the bladder and uterus through 
the utero-vesical ligaments, while the general distribution 
of the uterine and pelvic peritoneum, and the intimate 
association between it and the extensive fascia of the 
pelvis offer a ready explanation of the rapid transitional 
phases of uterine and pelvic inflammation- — metritis passing 
into perimetritis and pelvic cellulitis, and the further com- 
plication of general peritonitis as a sequence to both. 
From the broad ligaments above to the sciatic notches 
below we have the complete continuity of the cellular tissue 
maintained, A match struck at one end of the train 
quickly lights the mischief, that, with lightning rapidity, 
often spreads, until the entire pelvic viscera are involved : 
f are thus pushed and pressed against each other by 
B effusion, the force of the conflagration being still further 




heightened by the adjacent peritoneum takiiig on inflai 
tion, and a localized or geaeral peritonitis ensuing. 

Isfra-Vaginal Portion of Uterus and Os Uteri.-| 
The infra-vagina! portion of the uterus, or that projee 
ing into the vaginal passage, has, at the apex of th^ 
rounded cone, the opening leading to the canal of the 
uterus.* The length of the infra-vi^nal portion varies, bat 
its average length may be taken at from half to three- 
quarters of an inch. On the length and shape of this 
vaginal portion, and the character of the os uteri, we can 
form a fair opinion, in the first instance, of the condition 
of the uterus. Its shape and size may be altered ; either 
it is considerably shortened, or, on the other hand, 
greatly elongated and bypertrophied ; instead of the 
characteristic feel, yielding a little to the finger, it may be 
either very soft, or, on the contrary, hard and resisting. 
Take as an example of the former condition the uterus 
of pregnancy, and of the latter the hardened cervix in 
fibroid tumour, or the characteristic hardness of schirrus. 
It may be nipple-shaped, as in many cases of fibroid ; and 
the infra-vaginal portion may appear to the examining finger 
to move over the body of the uterus, like the nipple of the 
breast or a hard mammary tumour. Or the conic^ form 
may he lost, and we search for the small ' pin-hole' orifice 
of the OS uteri and detect it at times with difficulty. Or 
the short cervix runs sharply to a pointed cone, in the very 
apex of which is the orifice of the os externum. The os 
uteri likewise varies in shape, and size, and character, from 
the typical os uteri with its anterior and posterior lipa 
running transversely, and giving to the finger (Cruveilhier) 
the sensation like the feel of the cartilage at the end of the 

* The importmice of the diviaion nt the cervix uteri into a aupri- 
Tagiiial, infra- vaginal, and intermediate portion, ia obviona when we 
oonaider the pathology of prolapse or hypertrophic elongation. 



ae, to the mere slit, Blight fissure, or small circular 
'''Aperture, and even at timee an absence of the orifice and 
atresia of the uterine canal. Here we have the source of 
much of the misery that is associated with dysmenorrhcea, — 
ovarian paio, congestion, and sterility, the consequences of 
mechanical obstruction. In multipara we may find it large 
and dilatable, perhaps admitting the tip of the finger; or 
fissured and lacerated as the consequence of labour, and it 
may be, instrumental delivery. In pregnancy we have it 
partaking in the important general softening of the cervix, 

I and hence it has more of a velvet-like feel, and is soft and 
pataloua. At times we find it, as in endocervicitts, filled 




^^H (after ICamabotham), 

" with a glairy and thick plug, which, in varying degrees of 
ropiness, hangs from it, and is so difficult to wipe away, 
and ia a frequent cause of sterility. At other times we 
see the lips of the os uteri eroded, the epithelium partly 
denuded, and a vascular villous surface exposed, or a 
granular state of the os and the surrounding cervix. In such 
cases it bleeds readOy and on the slightest touch, partaking 
of that congested state of the entire cervis which ia present 
with varying degrees of cervical endometritis. 
~ Uterine and Vaginal Secretions. — Soma general 
iffideiatioiie there are which bear on our knowledge of 
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uterine and vagina! normal setn tions and discharges. 
is well to remember the close and intimate connection and 
permeability of the utenne tissues, as well as their porous 
natura This is of importance, and explains those metritic 
troubles which anse after intra utenne medication, inde- 
pendently of the passage of any fluid into the Fallopian 
tube. The size of the uterine \einB expla'us the freijuent 
occurrence of thrombosis and septictpmia , the large number 
of lymph<itics dtstnbuted throughout its tissues, and their 
free communication with the lumbar and pelvic ganglia, 
renders this organ peculiarly prone to septic absorpti^ 
The mucous plug that fiU^ the cervix uteri helps to wardH 




jenital Stenosia (Schroeder). 

septic change by preventing the admiasion of air into 1 
uterine cavity. In its exaggerated and altered state 1 
secretion forms a most tenacious discharge, glairy, and fl 
unboiled white of egg, difficult to remove or arrest 4 
comes from the cervical glands, is alkaline, is ' 
away by the menstrual flow, and when normal in charaj 
does not interfere with the passage of the spermato 
The epithelium found in the discharge is dentated. 



ANATOMICAL AND CUNICAL. 21 



H^BOcous membrane of the cavity of the uterus and of the 
" Fallopian tubes aecretea, on the contrary, a whitish alkaline 
mucus, not so tenacious, with columnar ciliated epithelium 
contained in it. 

At times this secretion ia profuse, and on examination 
with the apecLilum, we see it poured out in quantity from the 
uterus. Very different is the secretion commonly found at 
the fundus of the vagina and the neighbouring cervix uterL 
It cornea from the outer surface of the cervix and adjoining 
vaginal wall. The epithelium is squamous ; the reaction ia 
acid. The remainder of the vaginal mucous membrane 
secretes an acid (equamous) mucus, and the sebaceous glands 
of the vulva pour out an oily secretion, (I shall say more 
of these discharges further on.) 

The Fallopian Tuees. — Situated in the broad liga- 
ments, and floating free in the pelvis, the Fallopian tubes 
are liable to twists and bends, and to contract adhe- 
sions to adjacent parts, while their connection with the 
ovaries and uterus renders them liable to every influence 
which any change in position of these latter organs exerts. 
Owing to the small calibre of the uterine portion of the 
tube (0'1'2 of an inch in diameter), and the fact that its 
orifice is filled with mucus, it follows that fluids are, as a 
rule, prevented from passing from the uteiine cavities into 
tlie FflJloptan tube. But if this plug be disturbed, or the 
tube be more patent than usual, fluids may then readily 
find their way into the peritoneal cavity. Dr. Tyler Smith, 
recognising the patent condition of the uterine orifice, sug- 
gested catheterization of the tubes in cases of obstruction, 
tubal gestation, etc. Dr. Matthews Duncan has drawn atten- 
tion to this abnormal patency, and has pointed out that it 
affords an explanation of the passage of the sound out of 
the uterus in certain cases. This I satisfied myself of in a 
1 1 was sent to operate on for ovarian tumour. The 
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sound paased on Beveral occasions readily ite entire lengt 
though the uterus was not enlarged, as proved after para- 
centesis. The onlj explanation I could offer was the passage 
of the instrument into the peritoneal cavity through the 
patent orifice. liepeated attacks of ovaritis, recurrent pelvic 
peritonitis, adhesions following pelvic cellulitis, ail influence 
the position of the tubes and their power of grasping the 
ovary. Hence we so frequently find thickened states of 
the broad ligaments, adherent ovaries, contractions and 
adhesions in the vaginal roof, in coses of sterility. Thus 
the menstrual secretion may be retained in the Fallopian 
tube. This retention, and various other causes, may lead 
to its dilatation, while fluid accumulation and cysts are 
occasionally the cause of its distension. The occurrence of 
salpingitis, as a consequence of Inflammatiou of the cavity 
of the uterus, and especially following gonorrhcoal infec- 
tion, is readily understood. 

The Ovary. — The ovary at either side of the pelvis is 
in its normal state about the size of a large almond, weigh- 
ing from 80 to 90 grains. Its exact position is determined 
by the surrounding viscera, though the g!and as a rule lies 
posteriorly and laterally in the pelvis, the left being in close 
proximity to the rectum, and about one inch from the 
uterus. According to Henle there are some 37,000 Graafian 
follicles in the two ovaries ; the escape of the ovules and 
the ovum gives us the false and the true corpora lutea. 
The process of ovulation (not necessary here to enter on a 
description of) occurring once every twenty-eight days, is 
accompanied by the rupture of one of these follicles. These 
periodical ovarian enlargements are attended by increased 
flow of blood to the ovary, temporary congestion, and an 
increase in its weight. Should the Fallopian tube not 
grasp the ovary when this follicle has ripened and burat, 
the ovule may fall into the peritoneal cavity, or blood may 



Dape into it The ovary and the uterus have such in- 
timate connections, both in their peritoneal coverings and 
in the arterial and venoua supplies of both organs (the utero- 
ovarian arteries and veins), tbat any congested condition of 
the one must react on the other. This is best seeu in the 
contemporaneous and relative increase in size of the ovarian 
arteries and veins during gestation. Taking this vascular 
association of the ovary and uterus into consideration, 
with the equally close lymphatic distribution of both 
ovarian and uterine lymphatics in the lumbar glands, 
we have no difficulty in understanding how uterine 
purulent and septic semic states influence the ovaries, 
or the manner in which such serious conditions as pelvic 
peritonitis, parametritis, gonorrhceal inflammation, are 
generally attended by a greater or less degree of ovaritis. 
lu the large vascular supply of the ovaries, and the 
periodical alteration in the quantity of blood circulating 
through the ovarian stroma — a blood-supply which is fre- 
qnently depraved — we have explained the many morbid 
changes occurring in the ovarian tissues, and associated 
constantly with vicious menstruation. On the one hand, 
we find congestive states leading to hypertrophy, ovarian 
apoplexy, rupture of vessels, the formation of cysts, 
fibromata; or, on the other, anemic conditions tending 
to atrophy, and, in milder degrees, irregular, arrested, or 
suppressed menstruation. Our knowledge of the physio- 
logical function discharged by the ovaries, and the intimate 
dependence of the woman's physical and mental health on 
the nature of tbat act, forces us to regard, as of primary 
importance to a woman's physical wellbeing, the health of 
her ovaries, and the correct discharge of the function of 
ovulation. No greater advance in gynecological science has 
been made of late years than in the operation of removal of 
the ovaries, associated with the name of Dr, Batteyof Georgia, 
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in TOmaOfl^l 



for indncing the prenutnTe change of life in i 
various morbid states of both nteras and ovaries. 

The EECTtm.^ — In practice, the close sympathy that exists 
between the uterus and the rectum is often overlooked. 
The hahitaal neglect of the lower bowel, which is frequently 
met with in women, is the cause not only of constitutional 
but also of many local disorders. Various dyspeptic troubles 
— headache, flatulent p^s, functional heart palpitations, 
hjemorrhoids, follow fi^m the congested portal system. 
Kectal irntatiDn, associated with a congested and dry con- 
dition of the mucous membrane, is constantly found a com- 
panion of different vaginal and uterine disorders. One 
organ reacts on the other, and the recognised difficulty in 
curing any rectal affection while a uterine diseased state 
continues, renders it imperative to relieve the former before 
we can hope permanently to benefit the latter. This is 
especially true of fissure, strictured states, fistula, ulcers, 
pruritus. But perhaps the complication most commonly 
met with is hiemorrhoids, both external and internal. The^e 
are more distressing when there exists at the same time 
any version or flexion of the uterus, more particulaily retro- 
version— the uterine pressure aggravating the recta! pain 
and discomfort. The rectum is also encroached on, and the 
act of deffecation interfered with, in pelvic peritonitis vrith 
effusion, pelvic cellulitis, uterine fibroids, various accumula- 
tions in Douglas's pouch. In making our first thorough 
examination of a gynecological case, having by an enema 
emptied the rectum, we gain our most important informa- 
tion by a careful rectal exploration. 
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E other organs, that physician ia most likely to arrive at 
W^t^ sound basis for his treatment who makes his first examina' 
tion asystematic and careful one. Many an error in diagnosis 
might be saved if vre adhered to this rule. One word of 
caution is necesEaiy. While unnecessary examinations of 
the uterus are, above all things, to be deprecated, on the 
other hand, nothing can be more dangerous to a medical 
man's reputation than the neglect of making a careful vaginal 
examination, when he is in doubt as regards the nature of a 
difficult case, and one clearly pointing to some affection of 
the pelvic viscera. Want of caution in this respect has 
brought many a young medical man into disgrace. Take, 
for example, hiemorrhage, the result of undetected uterine 
polypus, or overlooked malignant disease of the uterus ; a 
vaginal discharge attendant upon pelvic cellulitis ^ irrita- 
bility of the bladder, due to a fiexion or version of the 
■womb, or to a pelvic hiematocele, or a uterine fibroid ; some 
difficulty in defsecation, attendant on a tumour, pelvic cellu- 
litis, or uterine displacement ; frequency in making water, 
due to undetected stone in the bladder ; a prolonged back- 
pain, the result of retroversion of the uterus. These are just 
a few instances of the many cases in which the want of a 
carefiil vaginal examination, in the first instance, is certain 
to re&ect discredit, through some undiscovered morbid or 
ibnormal condition of bowel, uterus, or bladder. 
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The appliancea necessary to make an immediate gyneco- 
ogical examinatioD, in the great majority of instances, a 

Suitable bed or coucb. 
Tapp-meaeure. 



Specula {vaginal). 
Speculum forceps. 
Cotton wool (absorbent). 
Uterine sound. 
OKver'a test-papers. 
Clinical tbermometer. 

And for further examination : 

Chloroform and inhaler. 

Aspirating needle or aubcutaneoua injection syringe. 

Tupelo tents or sponge. 

Uterine dilators. 

Uterine holder or tenaculum. 

Tent-introducer. 

Uterine probe and sound. 

Microscope. 

I now assume a patient consults us for any uterine or 
ovarian disease, and one requiring a careful examination, 
and in which an exhaustive differential diagnosis must hg^ 
made. We first take the history of the case somewhat ii 
this form ; 

Age ; occupation ; married or single ; number of pre 
nancies ; number of abortions ; date of last pregnancy ; i 
nursing ; age at which menstruation began ; its cbaractg 
recently, in quantity, quality, regularity, and if associate 
with pain ; if there is pain, its nature and seat ; dischar 
inflammatory, leucorrhceal, sanguineous ; hereditary I 
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I dencies in the family hiatory ; state of the bowel ; sleep ; 
I uppetite; exercise (power of walking). It may bo well to 
I make a few brief obaervations on each of the facta thus 
I elicited at our first interview. 

History of the Case, 

Age. — The age of the patient has an important hearing 
on the diagnosis and management. Take for example the 
time of puberty, with its physiological influences, the com- 
mencement of the function of ovulation, all the sympathies 
which are awakened at this period, the sudden bursting 
into womanhood, the rapid development of the tissues, and 
the constant demand for renewal on the blood ; or that 
equally critical period of life, the menopause, when the 
active discharge of the function of ovulation is ceasing, and 
the child-bearing epoch is about to end ; when, with a. second 
complete alteration in the system, we have local determina- 
tion of blood at irregular intervals to the various organs, 
more especially the ovaries and uterus, sometimes culminai- 
ing in local apoplexies, congestion of the ovaries, menor- 
rhagia, the growth of uterine tihroida or polypus, the com- 
mencement of malignant disease. 

At this period, also, we are likely to meet with vicarious 
hsemorrhage from distant organs, epiataxis, hsematemesis, 
haimoptosis. The woman may be troubled with various 
head-troubles, flushings, pain, megrim, and other important 
diatnrbances of the nervous system, as convulsions, or 
paralysis. Then there is the intervening period of active 
ovulation, during which — the chUd-bearing period — the 
woman is liable to any of the accidents or results that follow 
irom deviations from the normal physiological act. It Is then 
I that we have to deal with amenorrhoja, dysmenorrhea, menor- 
i,ieucorrh(£al discharges; ovarian troubles, as oophoria, 
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ovaritis ; ovarian morbid growths, ovarian solid and cyelJi 
tumours ; uterine coDgestions, inflammations, growths, alt« 
ations in position, flexions and versions, and all the i 
suits of these abnormal conditions. Then, more eapeciallfl^ 
if the woman be married, we meet with those afiections 
wliich are often directly or indirectly connected with the 
married state ; vulvar and vaginal inflammation, uterine 
discharges, speciflc sores and gonorrhcca, perinseal lacera* 
tion, haamorrhoids, vesical and urethral complications. Both 
in the single and married ivoman, malignant or non-malig- 
nant tumours are apt to occur, and in the married ^^M 
various disorders consequent on lactation. 4l 

Pregwmcies and Ahortions. — The number of pregnancie^M 
with their successive effects on the constitution of the 
woman, and the uterus, is a point of considerable moment. 
Lacerations of the cervix, subinvolution, fistuUe, vesical 
troubles, mammary growths are traced, and their origin 
explained. The relation of fibroids to the pregnant con- 
dition, and its influence on these, is ascertained. Bepeated 
abortions and miscarriages lead us to suspect either a habit, 
or the presence of syphilitic taint, as a cause; or they ea^lain 
some accompanying constitutional fault, and may arouse oar 
suspicion of a latent renal mischief, and we detect albnmi- 
nuria or the urine of granular kidney. These inquiries are 
assisted by putting cautious questions concerning the living 
and dead children ; the dates of the abortions, and the 
various periods of pregnancy at which they took place. 

Oaaipatkin and Habits. — This is the most important con- 
sideration after our patient's age; whether she leads an 
active or sedentary life ; if she has to stand much, or do a 
great deal of stooping work ; if she sits up late at night, 
dissipates, spends a considerable time at the piano or paint- 
ing, or the sewing-machine; in short, how she genera 
occupies and amuses herself. This naturally touches on i 



Hfetul; habits — exercise, clothing, diet, and bathing. We 

^ may question her or her Mends aB to the outdoor exercise 

taken daDy ; elicit information on such important matters 

aa tight-lacing, tight garters, the manner of suspending 

»the under-clothing, the wearing of flannel, if the temperature 
pf the extremities is attended to. We learn the nature of 
ber food, — if healthful, simple and nutritious, or trashy 
and indigestible ; the times of meals, and the interval 
between; the amount of alcohol and the quantity of 
tea consumed. The character of the patient's appetite, 
the hours of rest, and the amount of sleep are thus 
arrived at. Not the least important matter to elicit, 
is, the care bestowed on the skin. The daily bath, 
suited in its degree of temperature to the temperament 

»t>{ the individual, is perhaps the most healthful custom a 
Wxtman can adopt Every woman should have in her bed- 
zoom a sponge-bath. If she cannot take the cold bath 
she can have the water regulated, according to the time of 
year, from 60° upwards, and proper spongiug of the body, 
followed by friction with a rough towel. Sea-bathing, 
again, is most bracing and suitable for many constitutions, 
quite as unfit and hurtful to others. It is well to find out, 
exactly, how the sea air and sea-bathing affect individuals 
before we either permit or recommend it, 

Menstrmtlwn. — With young girls we frequently find a 

difficulty in coming to any definite conclusions regarding 

the regularity, the quantity, and the quality of the men- 

straal flow — all of them equally important facts. At times 

we are wilfully deceived, and this must always be remem- 

^K-)>ered in cases in which the least suspicion of pregnancy 

^Bexiats. Here we must place little reliance on assertions, 

^^pad ascertain, if possible, through a mother or relative, if 

^Hfce patient does become unwell. Mothers are at times 

^^■ireleBS in watching the occarrence of menstruation ; 
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tlais important duty is left to governesses, schoolmistreasl 
and Bervanta. Hence, not Geldom does it happen that a girf 
13 brougiit for advice for some anaemic or chlorotic state, 
and the irregularity of menstruation associated with it has 
passed unnoticed and unchecked. It is necessary, in such 
instances, that we should insist on a careful watch being 
kept on the periods and the character of the discharge. If 
there be suffering with the period, we learn the time whi 
the pain is moat severe ; if it precedes the flow, and 
appears or continues during its occurrence; if there 
nervous disturbances, headaches, symptoms of cerebraT 
congestion or hysterical tendencies. Tinnitus aurium or 
visual aberrations may guide us to an ophthalmoscopic ex- 
amioation, and the discovery of arterial tension, optic neu- 
ritis, and general hjpenemia of the retina. These in their 
turn will suggest a urinary examination, and possibly the 
detection of some latent renal disorder. It will be important 
to date accurately the commencement of any irregularities, 
(vhether in diminution or excess ; also, if there be menor- 
rhagia, to know whether any slight discharge continues in 
the intervals between the periods, and its quantities. If 
the patient has been regular and has ceased to be bo, we 
look for some cause for the lirst irregularities, as indiscretion 
in exercise, in dress, in bathing, perhaps mental shock or 
emotion, or climate, or period of life. 

Discharges. — I shall have occasion more fully to refer to 
the diagnostic importance of uterine and vaginal dischaige 
in another chapter. I may here briefly refer to the cha- 
racter of the discharge which influences the judgment of a 
practical physician ia forming bis opinion on any case 
during examination. A discharge may be in character 
mucoid, purulent, muco-punilent, sebaceous, sanguineotts; it 
is described aa creamy, flaky, thick and viscid, gelatinous, 
transparent, and acid ; in colour, greyish, white, yellow, or 







; at times it is tinged with blood, or it may be of aa 
Jive-colour J it may have a. heavy odour or be extremely 
fixtid, or, on the other hand, odourless. All these qualities, 
as we shall see, indicate, more or less, the source and nature 
of the discharge. Our opinion is fortified or verified by a 
microscopic examination, when the presence of pus and the 
kind of epithelium, whether squamous or columnar, can 
be determined. 

Appliances necessaky for Diagnosis^ — It is necessary 
to refer to the objects gained by the use of the appliances 
already alluded to as required in a careful diagnosis. 
[ JSci? or Couch. — In order to make a correct diagnosis we 
■Jbave to proceed as follows i The patient is either in bed or 
floD a coucK For all gynecological examinations I prefer 
a couch. That of Goodell (figured in his 'Lessons in 
Gynecology ') I have found to answer admirably in hospital 
practice. It has, as all good examining couches should 
have, a dip of throe inches at the head, so as to raise 
the hips; and by means of a lever handle the upholstered 
lid of the table can also be given a lateral dip so as to 
throw the abdomen forwards, a side-board supporting the 
body. Foot-rests are added for the feet^ and one padded 
for the left ankle to rest on. When examining, in Sims's 
position, with this couch, I have many times with the 
duck-bill speculum and finger exposed the uterus for 
demonstration. For private practice a light couch can be 
constructed, with a drawer at the end for appliances and 
small shelf to draw out for resting instruments on. It should 
be conveniently high for the woman to get on to without 
any difiSculty, and for the operator to sit at the side of to 
conduct any necessary manipulations. Tlie couch should 
have an incline from the foot to the shoulders of about 
■.fintr to five inches, and the top can be sloped upwards to 
btIj the Bame level as the foot, It is a good plan to 



32 DraEASKS ov women. 

have a, small table made the same height as the couch 
oppoaite the operator's chair, and another chair at the left- 
hand side at its head, on which a friend can sit, facing 
towards the patient's feet. She can thus be cheered and 
encouraged, while her delicacy is not hurt. It is wonderful 
how a little gentleness and consideration, with a due regard 
to a woman's feelings, especially in unmarried girls, enable 
us to conduct an examination that any roughness or rude- 
ness would make impossible. We can place a woman on 
her left side, on her back, or in the semi-prone position of 
Marion Sims. It is almost impossible to get the last-named 
posture properly in any ordinary bed. Yet it is undoubtedly 
the most advantageous in many instances, and indispensable 
in several manipulations of the uterus. For the great 
majority of first examinations, and where we do not require 
manipulative interference, it is sufficient to place the woman 
on her left aide, with her thighs drawn up to the abdomen ; 
and if in bed, the body placed diagonally, with the buttocks 
brought to the edge and the left arm carried behind the 
back, the face resting on the pillow. It is beat to examine 
on a. hard mattress, and, if necessary, a few pillows may be 
placed under the hips to raise them. The couch or table 
must be opposite a good light. After a first examination, 
and when further exploration of the uterus is necessitated, 
or the use of the speculum, the dorsal decubitus will be found 
the best for the operator and the most convenient for the 
patient. When we determine to adopt the semi-prone 
position, we do so thus ; Any square table about four 
feet by two feet six inches, having a bknket smoothly 
spread on it, answers the purpose admirably. The patient 
lying down on this surface, on her left aide, with the body 
placed diagonally, the buttocks well to the side, has the 
thighs drawn up ; the left area ia next taken, and the back 
of the left band is laid on her right scapula. The right hand 
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HBb now let bang over the eide of the couch, while the face ia, 
'■when possible, partly turned towards the operator. Thus the 
sternum and chest are brought well on to the plane surface. 
At times we may not be able to accomplish this, but we thus 
secure tlie moat favourable depression of the stemam. If, at 
the same time, the bed or couch ia given a dip, as before 
described, we have the most perfect position in which to 
examine and conduct short manipulations by means of the 
duck-bill speculum. An asaistant or nurse to bold the 
speculum steady and in position — a little art in itaelf — 
is required. I have only to remind young practitioners 
how careful they must be in taking every precaution to 
protect themselves from unjust aaperaions, by having always 
at hand, and, when necessary, present in the study, some 
female attendant or friend of the patient. 

The Tape-TTteasuTe is useful for abdominal measurements. 
We require to take the circumference at the umbilicus, and 
the lateral meaaorements from tbe spinal column to the 
umbilicus, and from the umbilicuB to the anterior superior 
iliac spine at either aide ; also from the anterior superior 
iliac spine to the symphysis. We thus estimate the amount 
of abdominal distension, and tbesizeof a tumour, or the rela- 
tive difference and degree of inequality between either side. 

The Stethoscope is required for the differential diagnosis of 
pregnancy from ovarian dropsy, ascites, fibrocyst and fibroid 
tumours of the uterus, phantom pregnancy, and other 
causes of abdominal enlargement. The fcetal pulsation and 
placental souffle are most carefully to be listened for. It 
is also required for pulsating tumours of the abdomen, in 
P.tiie diagnosis of these from aneurismal enlargement of the 

Bsels, 

The Speaduin. is not necessary in a great many cases 
where our object ia to diagnose the character of a tumour, 
or the nature of some pelvic swelling or uterine enlargement. 
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> affection ^^H 



Bather in those cases in which, obviously, the affection % 

uterine or vaginal infiammatory one, acute or chronic, is its 
use called for. In virgins its enn)loyraent is to be avoided 
whenever possible. Never should it be taken in the hand 
for introduction, in such cases, unless its assistance is indis- 
pensable for diagnosis or treatment. It would be impossible 
to exaggerate the evils that have resulted from the fashion- 
able abuse of this simple instrument. 




Fia. It. — Rioord's Speculum. 

The speculum must be gently introduced. The impres- 
sion made on a patient by our first examination may secure 
her future confidence. Gentleness of manipulation must 
be cultivated, and especially in the introduction of the 
speculum. It is best to begin with a Emaller-sized conical 
speculum, such as that of Dr. Hall Davis or Scanzonl I 
prefer the speculum with the bevelled rim, as it does not hurt 
in the same way as those with the sharper edge. Specula 



Irith obturators will be found convenieut and easy of intro- 
hiction. The sbort bivalve speculum of Bamea is an ad- 
mirable iustrument. It completely exposes the infra-vaginal 
cervix, Fei^ussoa's glass speculum (Fig. 19) (of which 
P we require to have three or four sizes) is generally mads 
The uterine end should not he sloped at too 




It throws a good hght on the os uteri, 

Bid is useful for topii^al applications. It is now made 

A fenestrated speculum (Fig. 18) 

1 rule of any special service. The duck-bill 

speculum (Fig. 16), or Neugebaur's (Fig. 17) variety of 

it, is for use in the semi-proue position. It is indis- 

lensable to the gynecologist in manipulations on the 

* Tbe blades of the speoulimi should not be too deeply grooved— nor 

Id long — (hose ordinarily m&de frequently are. 

3— a 
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ecTupuloualy^l 



OS uteri and cervix. Specula must be kept aerupuloualy^ 
dean, not alone for the sake of better illumination, but 
also to avoid the risk of any contagion in the examination 




FiQ. 18. — FeDeatrated 



of several cases with the same instrument. If we use one 
with a bevelled rim, we should see that the groove is 
"thoroughly cleansed. It is well to place all specula in & 



itie weak Cond/a fluid after we have finiahed vfith ttem, 
Wiamd before they are finally washed with very hot water. 
To apply a tuhular Epeculum : place the patient on her 
left aide, or on her back, in the position before described. 
The speculum is first well anointed with oil, or some 
vaseline; it is taken in the right hand; if the lateral 
position is chosen, the right buttock is raised with the 
palm of the left band, and the fingers of the same band 
are used to separate the labia. The speculum with the 
long lip posteriorly is now pressed gently, but steadily, 
through the vulvar orifice (and here we may cheer the 
patient and encourage her to bear the slight pain of intro- 
duction). It is now pushed onwards, in a direcuou upwards 
and backwards, bearing well on the peiin£eum, until we 




Fio. li 



of the vagina, and get 



■ reach the posterior cul c 

B.the cervix well into the instrument. At times this is 

■lint eaay; the uterus may be considerably anteverted or 

iTetroverted. A little practice and experience wUl enable 

I, with the uterine sound, to direct the os uteri forwards 

: backwards so as to bring it into sight. By rotating 

tthe speculum, withdrawing it a little and reintroducing it, 

ire can generally obtain a complete view of the circum- 

erence of the cervix and the os uteri. If we place the 

l-Voman on her back, we insert the speculum as in the lateral 

oaition, and press it well back on the perinKum in passing 

b into the vagina. In this method the os uteii generally 

i into view readily, and the patient can herself often 
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give valuable assistance in supporting the speculum, if we 
happen not to have an aseiEtant. The speculum forceps 
(Figs. 27, 28) is required with the speculum, and some 
pledgets of absorbent cotton-wool ready at hand, to wipe 
the surface of the os uteri, and to clear the vaginal roof of 
any discharge that may have accumulated or be pressed out 
by the speculum. It is well to have at hand a Playfair's 
uterine probe (Fig. 21), or a few of these, if we require to 
wipe out from the interior of the cervix any discharge with 
cotton wool; also an ordinary sponge-holder (Fig, 22). To 




Tiu. 22.~Spoiige-holder. 



use the duck-bill speculum, we place the woman in the eemi- 
prone position of Marion Sims, as I have already described. 
An assistant, standing at the back of the patient, places the 
left hand flat on the right gluteal fold and holds it well 
up; the blade of the speculum ia now introduced in rather 
an oblique manner to the orifice, the labia being gently 
separated ; and while it is pushed upwards and baekwarda 
it ia rotated on its axis, and the back of the speculum is 
brought against the periuEBum. It is then carried into 
position, directed by the finger. Once the speculum ia 
placed in the proper position, and the cervix uteri brought 
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ight hand, 0^^| 



well in front of the blade, the finger of the right I 
the handle of the sound, must be carried up to the anterior 
vaginal wall, which ia thus held out of the way. The 
uterus ia generally, by this method, well exposed to view. 
If we require to bring the uterus down for medication, or 
to steady it for topical application, we use a Sima's uterine 
hook. It is fixed in the anterior lip of the uterus, and the 
OS uteri ia thus drawn into view. Neugebaur'a speculum, 
a modification of Sims's, has, in some instances, the advan- 
tage, through its double blade, that it enables the operator 
to draw up the anterior vaginal wall. When applied, it 
acts like a bivalve speculum, and is, to an extent, self- 
retaining. The posterior blade having been applied, the 
anterior is ghpped within it, and is thus guided into 
position. The vaginal roof is thus stretched, and a good 
view of the uterus is obtained. There are other modifica- 
tions of Neugebaur's speculum not necessary to refer to, 

T!ie Uterine Sownd takes the place of a long obstetrical 
finger, A good uterine sound should be pliable and smooth, — 
BUch as that of Dr. Kidd or Marian Sims, and if graduated it 
ia better to have the scale on the concave aide, as that used 
by Dr. Matthews Duncan. It can be made portable for the 
pocket, either by a screw in the centre of the sound, or the 
upper half of the instrument may screw into a case which 
acts as a handle. It should not be too heavy. The sound 
can be used both for diagnostic and therapeutical purposes. 
In diagnosis, to ascertain the length of the uterine cavity 
and the patency of the canal, the mobility of the uterus and 
its position in the pelvis ; in utero-rectal and recto-vesical _ 
examinations, as in the diagnosis of hfematocele, polypqi 
and inversion of the uterus. 

The principal therapeutical purpose of the sound is % 
versions and flexions, to take the place of a repositor. 
introduce the sound into the uterus we proceed thus : 




The patient is placed in the lateral or Bsmi-prone position ; 

[the instrument is taken lightly by the handle in the left 

hand while the point of the forefinger of the right hand is 

carried up to the os uteri, which is felt, and its direction and 

the position of the uterus fairly ascertained. The sound is 

f.uced into the vagina, with the concavity towards 




— Introduction of Uterine S 



the perinKum and the handle directed backwards ; it is 
next guided along the index-finger of the right hand to 
the OS uteri. As a rule, with some little manipulation it 
enters the cavity of the cervix; it is then carried along the 
cervical canal, and now the handle is turned in the opera- 
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tor's hand, and hy a iovr de maUre is brought round wi^^| 
a gentle sweep, untU it is directed towards the perinssum, 
so as to have the concavity now facing anteriorly, and 
thus the instrument is brought into the uterice axis in its 
normal and slightly antevertod position. It is now carried 
onwards, passing over the forefinger of the right hand still 
held in position, until it reaches the fundus uteri. This we 
judge it to have done by the slight sense of resistance we feel 
to the onward passage. We should not make the woman's 
sense of pain a test. In certain states of the uterine tissues 
it would be possible to penetrate the uterine wall and still 
cause very little pain. 

The usual difficulties experienced in passing the sound 
are caused by contraction or stenosis of the canal of the 
isthmus uteri, or flexions, or versions. There may be such a 
degree of narrowing that it is impossible to pass the instru- 
ment, or WB may only succeed with the pliable silver uterine 
})rohe of Sims (Fig. 26). In versions we must carry the 
handle well back to the perineum, or forwards to the pubes, 
according as wc have an anteversion or a retroversion to 
deal with ; if there be also a flexion, we may have to bend 
the sound, and endeavour, by giving it the necessary curve, 
to glide it over the bend. We pass the sound into the 
bladder in recto-vesical and urethro-vaginal methods of 
examination. We must always remember the sine qu& mn 
of obstetric practice- — before taking the utenne sownd into our 
hand for any therapeutical or diagnostic purposes, that we 
exclude the possibility of pregnancy. Also it is well, after 
all tedious examinations with the uterine sound, if these 
are done at the operator's house, to take every precaution 
against cold ; and the simplest plan to prevent this is to 
place a dry plug of absorbent wool in the vagina, to be 
withdrawn by the patient herself after a few hours. In 
this, as in a number of other trifling uterine operations, the 



■dmmuaity from all harm that may have followed us for years 
I will be suddenly and unpleasantly interrupted when w 
expect it — -the attack of uterine colic or of endometritis, or 
perimetritiB, is suddenly developed, and alarming symptoma 
may occur that a little prudent forothought would prevent 
Take for example the neglect of the sound maxim, to re&aln 
from interference immediately before a menstrual period ia 
approaching. 

By keeping the forefinger of the right hand at the oa uteri, 
and placing Ita tip on the concave surface of the sound, when 
it has penetrated to its full extent, we can estimate, by the 
graduated grooves, the exact length of the uterine canal. 
Before removing it we can test the mobility of the uterus, 
raise it or replace it in position; and also judge compara- 
tively, by utero-rectal, utero-abdominal, and utero-vaginal 
examination, of any abnormal connection of the uterus with 
some neighbouring viscus, or attachments that have formed 
between it and other morbid pelvic and abdominal forma- 
tions and growths. In introducing the sound, it may be 
caught and arrested by some fold of mucous membrane, or 
the knob {which should always he of fair size) may enter a 
email follicular cul de sac. By partly withdrawing, and 
gently passing it on again, we step over the obstruction. 
Agdn, at the isthmus we may find its passage impeded. 
One golden rule must be observed — never use force. Better 
to withdraw the knob of the sound from the uterus, and 
with the finger in the vagina give the point of the sound a 
new curve, bending it a little more forwards or backwards, 
or laterally, and again try to slip it into the cavity of the 
fundus, frequently in severe cases of anteflexion or retro- 
flexion we will succeed in passing the sound by thus re- 
peatedly altering its shape and changing the direction of the 
Ludle, until we hit otf that which enables it to pass through 
fi altered curve of the uterine canal In extreme retro- 



version we may have to carry the handle of the sound f 
wards to the pubea, and direct the concavity backwards ;' 
we next feel for the os uteri, and pass the sound onwarda, 
giving the handle such elevation or dip as will assist the 
knob to pass on into the cavity. When the elbow is reached, 
by a semicircnlar sweep, we revolve the sound on its axis and 
thus alter its direction, while at the same time, by lowering 
the handle, we raise the uterus from its depressed positioa 
Test Papers. '—An examination of the urine is often 
required, and indeed few cases of any complicated local or 
constitutional affection can be viewed satisfactorily, either 
from a diagnostic or prognostic aspect, unless a urinary 
examination is made. 

In Oliver's test-papers we have the most delicate tests for 
albumen; and the examination may be carried out at the 
bedside, all we require being a small test-tube. I have 
found the potassio-mercuric-iodide the moat delicate of 
these papers, detecting dbumen where heat and nitric acid 
have failed. The indigo-carmine papers are equally reliable 
for sugar. We proceed in practice thus : ^ 

Take a specimen of the urine. Take its specific graTJijH 
at 60°, and reaction with litmus : ^^M 

Albumen — ap. gr. 1006 to 1010. Test by Oliver's potasfflo- 
mercuric-iodide papers; heat, 180°, and nitric acid a 
few drops — precipitate. 
Phosphates — sp, gr. increased slightly; heat, 180°; precipi- 
tate obtained, which nitric acid dissolves ; phosphatic 
crystals under microscope. 
Urates and uric acid — sp. gr. 1025 to 1030 ; heat dissolves ; 
hexagonal or rhomboidal crystals of urea, with nitric 
acid ; also uric acid crystals under microscope. 
Sugar — sp. gr. 1030 to 1050. Indigo-carmine test of 
Oliver, and Trommer's teat. 
* See chaptm on 'RetrovorBion Pasm^e of Uterine Sound.' 
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^BPoB — Coagulates with heat; deposit forma homogeneouB 
™ layer at bottom of glass ; becomes gelatinous with 

liquor potasEEe ; mixes with the urine ; pus corpuscles 

under microscope. 

I Mucus — Deposit often glairy, tenacious ; urine generally 
alkaline ; is not miscible with urine ; rendered less 
dense by liquor potasaas ; acetic acid gives a sort of 
membrane floating in the urine. 
Blood — Discoloration with heat ; formation of coagulum ; 
blood corpuscles under microscope. 

CHiiical TheiTnometer. — It may aeom superfluous to refer 
to the value of an accurate record of temperature, morn- 
ing and evening, in arriving at a diagnosis, and conduct- 
ing the management of a case. The importance of such 
a record, however, is made more obvioiM if we reflect 
for a moment on the causes of nightly exacerbations of 
temperature, or a daily elevation of a few degrees above the 
normal standard. In pelvic cellulitis, pelvic peritonitis, 
perimetritic and parametritic effusion, hiematocele, metritis, 
suppurating cysts, acute vaginitis; in chronic peritonitis, 
suppuration of the cellular tissue or of the abdominal glands; 
in urcemic and eepticeemic states, and cystitis, we may expect 
that the temperature will rise more especially at night 

With the previous history of a case, an accurately kept 
chart of the temperature will materially assist a physician 
in forming a correct diagnosis. 

An Anasthelie is absolutely necessary in cases of rectal 
exploration, when we require thoroughly to relax the ab- 
dominal wall ; as in examination of a case in which there is 
enspicion of phantom pregnancy ; and in those cases in 
which, as in young girls, there is great sensitiveness of the 
parts, rendering an examination without it extremely difB- 
calt, if not impossible. All the usual precautions to be 



observed with regard to anrosthetics should be taken. For 
this particular purpose I consider chloramyl (chloroform 
with TTlii. nitrite of amyle to the drachm) a capital aasea- 
thetic. It should be administered with a Junker's apparatus. 
I have been using this inhaler for years. Air is pumped 
through the ansesthetic by the bellows, and the vapour is 
thus carried to the mouth-piece. 

Of recent years for all ordinary surgical operations I use 
ether — given with Clover's apparatus. 




rio. SI.— Junker'a Inhaler. 

For the removal of abdominal tumours — ovarian and 
other — oophorectomy, and cases of abdominal section, bi- 
chloride of methylene is to be preferred. It is administered 
with a Junkers apparatus. I may remark that I have my- 
self administered bichloride of methylene some 1500 times 
without any accident. 

A few rules must be observed with all anaesthetics. Ex- 
amine the heart and lungs before using any anaesthetic. 
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.ave the patient lying down ; the stomach comparatively 
■ empty — a little brandy given shortly before examination is 
often of advantage ; let the temperature of the room he over 
50° ; let the body be free, and all tight clothing loosened ; 
■watch the hrealking andpdse carefully and the countenance 
all through the administration ; bo warned of danger by 
failure in the pulse, and the signs either of cerebral ansemia 
_in the face or of asphyxia. At once, if alarming symptoms 
■, cease administration, and use restorative measures ; 
the patient's jaw, and thus the hyoid bone, by pulling 
le lower maxilla upwards and forwards, placing the thumbs 
id the ramus at either side ; the body may be inverted 
)P N^Uton's method ; galvanism may be applied along 




the course of the pneumogastric or over the heart, and 
sulphuric ether injected subcutaneously. 

An Aspirating Needle or subcutaneous syringe is often 
required to remove a little of the fluid in abdominal and 
pelvic tumours, to ascertain its nature by chemical and 
nicroscopical examination. We may draw the fluid from 

* MeaacB. Mutthewa, Catoy Street. 
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f graateet dtstensioD — either vagina, rectum, or 



the point 

abdomen. 

Tents (Figs. 33, 34, 35) must be employed in certain caGot 
for exploration of the uterine canal, a^ for example, in 
polypus of the uterus, retention of portion of the memhranes 
after abortion, in menorrhagia when we are uncertain of the 
cause of the discharge. Their employment in many opera- 
tive procedures I shall have occasion frequently to refer to. 

Tents are of three kinds^ — sponge, sea-tangle or lanunaria, 
and tupelo-root (nyssa miiltiflora). I feel certain that the 



I 




FiQ, 35,— Laminaria Tent, 
better forcible dilatation comes to be understood and prac- 
tised, the less resort there wUl be to any form of tent 
There are certain dangers that may follow from any kind of 
tent : uterine colic, collapse, metritis, peritonitis, parametritis, 
tetanus, septiceemia. I have twice seen a most alarming con- j 
dition supervene within three hours after the introduction of 1 
a single laminaria tent into the uterus — agonizing pain, J 
symptoms of collapse, fainting, etc. Laminaria tents, if left J 
ill too long at first, are apt to break off, and their extraction,,! 
save by enlargement of the cervical canal, is a matter of grealtj 
difficulty. SpoDge-tents I never use in strictly gynecological.l 
work. I would limit their employment altogether toolKfl 
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stetrical caaaa. Tupelo-wood gives, as far as any tent c 
the greatest satisfaction. It is cleaner to use, not so apt 
to break, is more tmiform in its gradual enlargement in the 
uterus, is easier of removal ; its power of absorption is 
greater,' and hence its action is more rapid. 

Some special rules should be adhered to in the use of tents. 
Do not use them imitiediaiely before a menstrual period; nor 
leave them in longer than from six to twelve hours {sponge- 
tent not over six hours), and never this length of time with- 
out visiting the patient ; and on no pretext leave a. patient 
for a night or a day with a tent in ntero without being 
within reach if required. Give bromide of aumionia (20-30 
grains) or bromide of potassium at night, before dilating 
with a tent. Lot the patient lie in bed, and keep her there 
for a few days after the tents have been used. Do not 
employ force in their introduction; do not insert a tent 
when there is any history of recent perimetritis or para- 
metritis, or in patients prone to these inflammations. At 
all times leave an intelligent attendant or nurse with the 
case after a tent is placed in utero. Anticipate any septic 
consequences, so far as is possible, by the use of antiseptic 
precautions — dipping the tents in carbolic oil before in- 
sertion, and inserting some salicylic acid wool into the 
vagina, or absorbent wool saturated with glycerine and 
some Condy's fluid ; their removal must be followed by 
free cleansing of the vagina with Condy's fluid, and the in- 
sertion of an antiseptic pledget into the vagina. 

When applying a tent we should place the patient in the 
semi-prone position, and expose the uterus with a Sims' 
speculum. A tent-introducer will be found convenient If 
this be not at hand, the stylet of a catheter, made to 
protrude by cutting about an inch off the end of the 
catheter, or a long forceps (Fig. 36) will answer the purpose. 
If any difficulty be experienced, the uterus had better be 





drawn well down and fixi 
SimB' hook. 

FurcibU Dilatation may b« carried out either by ] 
MatthewB Duncan's dilators or the expanding dilator i 
Dr. Priestly. In Hegar's (Kumerl6, Freiburg) dilators the 
size of each is marked on the short handle of the bougie ; 
this is simply a species of catheterization of the canal by 
short ebonite bougies. I have had specially made for the 
same purpose, and find they answer much better, Bolid 
conical metal bougies of pliable pewter, varying in size from 
11 millimetres to 57. They have a bulbous point, with a 
short neck, which gradually expands into a. belly. The curve 
of the bougie is a circle, having a diameter of 25 centimetres, 
The metal can always be kept smooth and bright, aod, when 
oiled, slips with slight force through the cervical canal 

Mr. Lawson Tait (Fig. 40) has devised a set of dilators, in 
three sizes, conical in shape, as shown in the figure. They 
are made of vulcanite, and screw on to a common stem. 
By an elastic thread which passes through the holes in the 




stem-handle, and is connected with a waistbelt by hooks, 
any degree of elastic pressure can be maintained on the 
conical dilator introduced into the uterus. DUatatiotL can 
be secured in from six to twenty-four hours. 

The Microscope is required for the examination of the 
fluid contents of tumours, discharges, small scraps of tissue 
removed with curette from the uterus in suspicious cases, 
or urinary sediments. 



CHAPTER III. 

EXA&nNATiON OF A CASK (continued). 

^0£i£ OF Examination. — I now assume such a pelvic, 
urian, or ateriiie case as pelvic ha^matocelc, ovarian 

' tomour, or fibrocyst of the uterus, brought for examination. 
Let ua proceed to exhaust the means at our disposal so as 
arrive at a correct diagnosis, Before exposing the abdomen 
we have taken the previous history, and satisfied ourselves 
as to the character of the menstrual secretion, the action of 
bowel and kidney, the temperature and pulse. We judge 
of the woman's countenance — if cheerful and hopeful, or 
expressive of pain and aoxious ; if emaciated or cachectic ; 
if she have the characteristic ' faciea ovariuna ' of ovarian 
disease. There is, In ovarian dropsy, a strange mingling of 
emaciation of the face with some anxiety of the counte- 
nance, often out of all proportion to the interruption of the 
general health : it is altogether different to the countenance 
of pregnancy, and quite distinct from the cachexia of ordinary 
malignant disease. This appearance of the countenance, how- 
ever, we must remember is influenced by complications, such 
aa phthisis, hepatic or renal disease, pregnancy, malignant 
disease of the ovary. But in hepatic and renal disease we 
have other evidence in anasarca, or icterus, or distended 
abdominal veins, or cedema of the face and hands or feet, or 
albuminuria, and perhaps cardiac complication, to indicate 

__lhB cause of the distension. We now proceed to examine 
e abdomen. 1 cannot insist too emphatically on the care 
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with which we should explore the abdomen, before v 
ceed to any inteniai examination. We do it thus : 

lis Shaj/e.—We notice if it is barrel-shaped and arched, as 
in ovarian dropsy, or if the swelling is unilateral or unifona ; 
if the sides bulge, more or less, as in ascites, or if the 
tumour is evidently central, and if its ratio of increase has 
been regularly progressive, as in pregnancy; if there aru 
distinct swellings in different regions, and the surface of the 
abdomen ie irregular in outline, as in multilocular cysts, 
malignant soHd tumours, tumours of the liver and spleen. 

The UmbUkus, if it is prominent as in pregnancy ; bul^g 
and watery-looking as in ascites ; drawn in as in solid 
tumours with adhesions, and in malignant cases. 

The Appearance of the Skin, if tense and thin, show- 
ing the prominent recti muscles underneath ; or cedema- 
tous, with a characteristic watery look; or if it be laden 
with fat ; if marked with lineie albicantea, cracks, scars, 
maculae, or eruptions. 

Measuremenls: greatest circular at umbilicus {more likely) 
in ovarian dropsy, if below it in ascites; lateral measurements 
to determine the symmetrical nature of the growth — or 
unsymmetrical during the early months of growth of an 
ovarian cyst, symmetrical in pregnancy. 

Palpation. — Nothing save experience in educating the 
finger to differentiate the various forms of tumours, solid 
and fluid, and any enlargements of the abdominal and 
pelvic viscera, can teach abdominal palpation ; it Is not to 
be learned by any verbal description. The size of an 
organ, the extent of an enlargement, tlie degree of hard- 
ness or softness, the character and extent of fluctuation, the 
nature and direction of the pain caused by pressure, the 
appearance of the fluctuating wave, and the sensation of 
superficiality or depth conveyed to the hand when testing 
the abdomen for this sign- — all have to be kept in mind in 
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(Jpation. A few directions may, however, be of service. 
Save the patient's head and shoulders supported with a 
pillow ; have the surface of the abdomen from the sternum 
to the pubea exposed; stand in front of the patient and 
lay the palms of the hands lightly and flat on the ab- 
dominal woU ; gi'adually pass over the various abdominal 
regions, hypochondriac, epigastric, lumbar, umbilical, in- 
guinal and hypogastric. With the fingers explore these 
~ Ipaces carefully ; watch the patient's countenance for in di- 
SationB of shrinking or pain ; define as far as possible 
flie limits of any growth, the region it occupies, its connec- 
tion with surrounding viscera, if fixed or movable, if hard 
or nodular, if soft or fluctuating; get the character of the 
fluctuation, if superficial or deep-seated. Lay now the hand 
on one side of the abdomen, and tap lightly with the fingers 
on the opposite side and feci the nature of the transmitted 
wave ; judge, by watching its movement under the akin, of 
its depth (deeper wave in ovarian dropsy) and, by its free- 
dom of motion in all directions, of the character of the 
cyst in which it is confined, unilocular or mulfcilocular, and 
if the fluid itself be encysted or circumscribed, or frea 

It is quite possible in a very fkt patient to mistake the > 
'fat-thrill' for fluctuation. 'To muffle this,' says Goodell, | 
' I ask one of my aBsistanta to lay the ulnar edge of his 
band along the linea alba. The pressure of the hand will 
act exactly like the damper-wedge of the piano-tuner, which 
^^nufflea the sound of one string while its fellow is being 
^Hnned. By this means I get the wave-tap of a fluid, and 
^Htm enabled unheeitatingly to say that there is a liquid col- 
^*Iection in the abdominal cavity.' So a fat abdominal wall 
may completely obscure the diagnostic aid we obtain from 
oar sense of touch, and has doubtless led to many of the 
rors of our practice, recorded and unrecorded, in the ope- 
a interference with abdominal enlargement. 



Peruumm.— We require to dietiuguieh the relative degret-s 
of dulness or resonance in the different regions, above the 
umhilicus, below it, and in either flank, and the influence 
of posture on the percuBsion note. The rule is, that 
ascitic fluid falls with gravity, if the fluid be free in the 
peritoneal cavity and not restrained by adhesion, or into 
the moat dependent position, which is, in the sitting position, 
the lower zone of the abdomen, and in the recumbent 
posture, the flanks. Hence these regions will give a dull note. 
In ovarian dropsy, on the other hand, the cyst rising up 
from the pelvis is in front of the intestines, which are dis- 
placed to either side, so that the anterior surface of the ab- 
dominal wall yields a dull sound and the flanks are resonant. 
Nor is the duhiess changeable with posture, as a rule, and 
never to the same extent as in complicated ascites. The 
complication of pregnancy with ascites or bydramnios, of 
ovarian dropsy with pregnancy or ascites, and the existence 
of cysts of the Kver or kidney which we occasionally find, 
compel us to be very cautious Lu placing reliance on percus- 
iiion in diagnosis. The abdomen must be most cautiously 
examined for the different conditions likely to be confounded 
with pregnancy. It requires most patient and careful listen- 
ing to detect occasionally the fcetal heart-sounds, especially 
if there be a very fat abdomen, or any ascitic fluid in the 
peritoneum, or bydramnios, or if the fcetal pulsations be 
very weak and rapid. We have to be careful not to fall 
into an error that I have known occur in a patient with 
a very rapid pulse, and having an abdominal tumour which 
proved to be fibroid ; the rapid aortic pulsations were trans- 
mitted to the tumour, and an opinion formed, consequently, 
that the woman was pregnant 

Digiial Examination.— We now proceed to make a vaginal 
examination. The patient may be laid on her side, or, 
better, on her back, as I have previously described. The 



til of the examining finger should always be pared close. 
3 then anoint the finger thoroughly with some lard or 
vaseline, and convey it gently into the vaginal canal. Before 
doing so, on separating the labia, it may be well to inspect 
the Ttdva for any swelling, excoriation, discharge, sores, 
or tumours, and at the same time note the appearance of 
the clitoris, urethral orifice, hymen (if present), the fourchette, 
and perimeum. We pass the finger on in search of the 
cervix uteri, noting the temperature of the vagina. Having 
reached the uterus, wo examine the condition and feel of the 
OS nteri, if normal or abraded, soft, patulous, or fissured ; 
its shape and size. The cervix uteri is next examined, as to 
its position, shape, length, and degree of hardness. Placing 
the finger firmly on the cervix, we estimate by pres- 
sure the mobility of the uterus. At the same time we 
contrast the anterior and posterior wall of the cervix, ex- 
amine for any sulcus in the uterus, any special hardness in 
the uterine wall anteriorly, any fibroid which may here be 
developing, or anteflexion. The finger is now swept, com- 
mencing anteriorly, round the vaginal roof, and any fulness, 
contraction, hardness, or swelling is detected and examined. 
The degree of tightness or stretching of the vaginal roof is 
estimated. We next pass to the posterior aspect of the 
uterus, and explore the utero-rectal space and the pouch 
of Douglas. In this latter space we may find a tumour, 
ovarian cyst, a fiscal accumulation, some cellular and peri- 
toneal effusion, retroversion of the uterus, or prolapse of 
the ovary. While thus examining, we do not forget the 
presence of stone in the bladder, which may be detected 
through the vaginal wall in front. Before withdrawing 
the finger we satisfy ourselves thoroughly as to the 
character of recent effusions, the size of the ovaries, or if 
there is the remains of any old effusion, lymph, pus, or blood 
oceapying the cellular tissue or the peritoneum. 
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Conjoined Examinaiion.—'T\as we carry out either by 1^ 
two hands or by the Bound and hand. 

< Abdomino-vaginaL 
By the hands. -! Eecto-abdominaL 
( Recto-vaginaL 
I XJtero-abdominal. 
I Utero-rectaL 
\ Becto- vesical. 




Pig. 41. — Abdomlno-vag^nal Examination (Scjirikdke), 

Ahdomino-vagmal. — We want to ascertain the size of tffl 
uteraa, its degree of mobility, its Bensitiveness ; the con- 
dition of the bladder, OTaries, and broad ligaments. We 
do this in the most satisfactory manner by placing the 
fingers of the right hand on the abdominal wall above the 
pnbes, and the index-finger of the left in the vagina resting 
on the cervix (behind it if the uterus be retroverted), thus 
getting the organ to rest between the two hands in the 
manner shown In the diagram. In every case of obscure 
uterine affection, when we wish to know accurately the 
volume of the uterus and its relative increaae in size, this 
is an indispensable step in our examination. 




Bedo-aMomiTtai. — Withdrawing our' finger from the 
L and again anointing its surface well with some 
carbolized vaseline, we pass it gently into the rectum; 
in doing so, we reach, unless the uterus be retroverted, the 
cervix uteri, and feel it prominent in the anterior wall of 
the rectum ; depressing the uterus now well with the 
fingers on the abdomen, we reach the ovaries, which can 
again be explored and their size and sensitiveness ascer- 
tained. We may also satisfy ourselves of the volume and 
position of the uterus, of the dimensions of a fibroid or a 
retro-hiematocele ; while we likewise judge of the degree of 
congestion of the rectal mucous membrane, and the extent 
to which the rectum is interfered with either by cellular 

t effusions, collections of fluid, or tumours in Douglas's space, 
AT a retroverted or retroflexed uterus. 
\ ^erfo-ivj^tno/.— Still keeping the finger in the rectum, we 
inflert the index-finger of the other hand into the vagina, 
or if we prefer it, we may withdraw the index-finger and 
introduce the middle finger into the rectum, while we 
ej^lore the vaginal wall with the index-finger of the same 
hand. Examination of the rectum often gives such distress 
to the patient that the less frequently we introduce the 
finger into it the better. Therefore, I generally prefer to 
use the index-finger of the right hand, the woman lying on 
her back, the left forefinger remaining in the rectum. We 
can thus in the very best manner determine the state of 
the rectum, the utero-rectal space, the position and size ot 
the ovaries, the character of any tumour, swelling, or 
effusion between the uterus and rectum. 

Medo-vmcal. — We may now take up the uterine sound 
and slip it into the bladder while we retain the finger in 
the rectum. We thus are enabled to judge of the position 
and size of the uterus in fat women, iu whom palpation is 
difficult, of its presence in atresia of the vagina, of its 



absence in inversion of the uterus, and thus to diagnol 
between iaversion and polypus. While the sound is in 
the bladder, if there be vesical Irritation, we may explore its 
cavity, judging of its capacities and how far it ia encroached 
on by the ulerus, while we exclude the existence of e 
(Fig. 42.) 




Fro. 42.— Recto- vosical ExamiDatinu in oomplete Invaraion of UieUtenia 

UtmH^d»minal, — Having passed the sound into the 
uterus and judged of its sensitiveness, position, and 
mobility, and the length of the uterine cavity, or the 
presence of any obstruction, we place, as before, the 
finger of the right hand over the pubes and manipulate 
the uterus on the sound. In diagnosing the relations of 



)domtnaI tumours, their connection with the uterus, and 
*■ the extent to which the uterus is involved by fibroid 
growths, or polypus, the utero-abdominal method will he 
found to give most valuable assistance. 

Utero-redal. — Still retfuning the sound in the uterus and 
passing the finger into the rectum, we can, in a similar 
manner, examine the posterior wall of the uterus, judge of 
intramural fibroids, any adhesions posteriorly, the degree 
of retroversion, and how far the uterus is fixed by cellular 
eflTusion, or involved in a. retro-hosmatocele and its freedom 
of movement limited. 

Oilur steps. — In a large proportion of cases the examination 
just detailed, in part or whole, will enable us to arrive at a 
conclusion a^ to the nature of a case. It may, however, 
happen that doubt still remains. There is some discharge 
from the uterus, and we have to satisfy ourselves as to 
its scarce and nature. On examination with the finger, 
the feel of the oa uteri and cervix prompts us to use the 
speculum. An abdominal tumour exists, regarding the 
exact nature of which, or its contents, we are not perfectly 
satisfied. There is a quantity of ahdominal fat or tympanitic 
distension of the abdomen, or the difficulty has been great of 
making a satisfactory examination of the patient through 
nervousness, or sensitiveness and tenderness of the vagina. 

Speadwm, — In the first instance, we have to use the 
speculum to examine the os uteri and see any discharge 
that may be issuing from it ; and it may be requisite to see 
with it the vaginal walls, if they are stripped of epithehum, 
or granular and secreting a quantity of vaginal mucus. A 
beginner may have some difficulty in passing the sound 
in the usual manner into the uterus. By placing the 
patient in the semi-prone position and using Sims's speculum, 
or on her back and inserting a tubular one, he can bring 
the OS uteri into view; and then, if the uterus is in its 
Bormal position or anteverted, by dipping the sound well 



down he can, unless there be some obstruction, paaa it ( 
into the cavity. 

Tails. — Secondly, a tent or uterine dilator may have to be 
employed, if we desire to explore the uterine canal in cases 
of suspicious and prolonged hemorrhage, where we suspect 
intra-uterine or placental polypi, or where there is septic 
discharge the consequence of any intra-uterine decomposition. 

Aspvralityn. — And lastly, we may draw off a small quantity 
of fluid from a doubtful abdominal swelling, to determine its 
nature by chemical or microscopical tests ; this niay be done 
with the ordinary hypodermic syringe or aspirating needle. 
The aspirator is specially useful for diagnosis in doubtful 
pelric and uterine enlargements, such as retro-biematocele, 
cystic tumours in Douglas's apace, pelvic cellulitis, and 
retained menses (Fig. 32). 

ArMsthesia. — It is in those cases in which difficulties 
arise either from the quantity of fat in the abdominal 
cavity, or gaseous distension in the bowel; where there 
is great pain and sensitiveness on the least attempt at 
examination ; and where we have a patient debilitated or 
weakened by previous prolonged suffering, that an ansesthetic 
is specially called for. In children and very young girls an 
aujesthetic is essential in order to make an examination. 
Junker's apparatus (Fig. 31), is by far the beat and safest 
I know of — both for the administration of chloroform or 
methylene. 

Eedal Exploratim.— Simon's Method. — This plan of ex- 
ploration of the abdominal viscera is seldom practised in 
this country. In the instance of a mesenteric mass causing 
partial ascites and abdominal enlargement, I was recently 
assisted in diagnosis by rectal palpation of the pelvic viscera. 
The woman is fully anesthetized. She is placed in the 
lithotomy position, her thighs are well drawn up to the 
abdomen ; the sphincter ani is then thoroughly dilated by 
the fingers, or better, by the thumbs ; gradually the hand 
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well oiled, in tte form of a cone, is most cautiously intro- 
daced in a rotatory fashion ; when the hand has passed into 
the bowel, the fingers can be separated a little so as to 
explore the pelvic organs. A few fingers may be passed 
on into the sigmoid flexure of the colon. My hand 
measures at its greatest circumference eight inches; this 
I have introduced without lacerating the anus. It is 
hardly necessary to point out how cautious must be the 
manner in which this procedure is conducted, and bow 
seldom is it necessary while practising the other means 
of diagnosis at our disposal. 

Diieharges. — In inflaiamatory states of the female genito- 
urinary organs the nature and character of the discharge 
found, on vaginal examination, coming from the uterus, or 
in the vagina, and spontaneously appearing at the vulva, 
is of considerable moment in the diagnosis. 

The following table may assist the student : 
DISCHARGES. 








APPE.UIANCE ANB 


CHABACTER. 


SOURCE. 


PROPERTIES. 


Watery (hy- 


Uterus — accompanying 


At times colour- 


drorrhea!). 


and following preg- 


less, or mixed 


and mixed. 


nancy; associated with 


with blood, vari- 




malignant disease, 


ously coloured. 




hydatids.— Vagina, 


with ceUs of 




vesico- vaginal fistulfe. 


difi'erent kinds, 




rupture of ovarian 


or containing 




cyst. Discbarge fre- 


shreds _ of de- 




quently physiological, 


composing di5- 




both from uterus and 


bris, or hyda- 




vagina; the quantity 


tids, or urine. 




of water the vagina 






can secrete is shown 






in the profuse dis- 






charge after a gly- 






cerine plug is worn 




» 


in it. 
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mSCHARGES^continued. ^ 


CHARACTER. 


SOURCK 


APPEARANCE AND 
PEOPERTIES. 


Mucotts and 


Fallopian tubes. 


Whitish, alkaline, 


epithelial, 


Cavity of fundus uteri. 


columnar epi- 


often con- 


Canal of cervix uteri. 


thelium ; at 


taining epi- 




times viacid.like 


thelial d^ 




unboiled white 


bris, oil glo- 
bules. Fre- 




of egg J when 




aggravated, fills 


quently only 




the cervix and 


phyeiologicat 




OS uten as a 


of the nor- 




tenacious ping 




most difBcnlt to 


mal secre- 




remove, and is 


tion, as in 




quite character- 


pregnancy. 




istic of endome- 


or associated 




tritis. It may 


with men- 




be the cause of 


struation. 




sterility. Where 
the secretion 
is simply in- 
creased and at- 
tends corporeal 
leucorrhcea, it 
is known as the 
' whites,' and is 
as a rule a proof 
that the general 
health is not 
good. 
Acid reaction; 




External surface of cer- 




vix and the lipa of 
the 03 and fundus of 


varies in consis- 




tence—generally 




the vagina. Seen oc- 
casionally in excess 


thick, creamy. 




white or yellow- 




during pregnancy. 


ish - white, ad- 
hering often 
closely to the 
OS and cervir j 



^ — ^ 


^F EXASnHATION OF A CA3E, 65 V 


1 DlSCBASGBi-amlimd. | 


fcABAO^B. 


SOURCE. 


APPEAR.1NCE AND 
PROPERTIES. 


B 




uteri and almost 


^K 




membranous 


H 




in character; 


^1 




squamous epi- 


■ 




thelial cells, oU. 






globules. 


k 


Some portion of vagina, 


Acid mucus; cha- 
racter depends 
on the nature of 
inflammation; 
contains at 
times parasites 
and fungi —Tri- 
chomonas vagi- 
nalis ; Lepto- 
thryx buccwis. 






."baceouB, 


Vulva, labia, vulvo-va- 


Acid, fatty mucus, 


readily be- 


ginal glands, seba- 


oily particles, 


•oming puru- 
eiit 


ceous glands. 


epitheUal cells. 


Purulent discharges 


The appearance of 




may come from the 


the purulent 




Fallopian tubes, the 


secretion will 




result of salpiugitis ; 


in great mea- 




from any part of, the 


sure depend on 




uterus, mingled with 


its source and 




mucus ; from the 


the form of in- 




vagina and vulva. Pus 


flammation that 




may find its way into 


has produced it: 




the uterus through 


it may be pro- 




fistulous openings, and 


fuse and thick. 




into the vagina either 


scanty and thin, 




by bursting of a sup- 


very fostid or 




purating cyst which 
has formed adhesions, 


almost odour- 




less, tinged 




or the escape of pus 


with blood or 




from a pelvic abscess 


rusty -looking, 
5 
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■ 


DISCHAIlGES-«w««««i 


^1 CHAOACTER. 


SOURCE. 


APPEARANCE AND 


L — 




PROPERTIES. 


the consequence of 


or of a dirty 




parametritis or a 


greenish colour. 


I 


pelvic hiematocele. 


The i]ischaT|;e of 
vaginitis is, as 
a rule, profuse, 
pouring in quan- 
tity, and is, 
especially if it 

thick and yel- 






^^^^^p 




low and per- 






sUtent It is 


^^^^ 




mingled with 


^v 




epithehum. 


^B Htemorrhagic 


Blood may pour from any 


The blood at 


■ (excluding 


portion of the genera- 


times is mixed 


^H the ha^mor- 


tive tract. We have 


^vith menstrual 


■ rhages of 


three principal heads 


dischai^e or is 


■ pregoancy). 


under which we may 


merely altered , 




classify the occurrence 


menstrual flow, 


^H 


of all hfemorrhage : — 


excessive ia 




1. Menstrual or 


quantity (me- 


^^f 


altered menstrual 


norrhagia) ; the 




flow. _ 2, Disease 


blood U then 




occurring in any part^ 


mixed with the 




as in salpingitis, rae- 


debris of ute- 




tritis, endo-metritia, 


rine tissue, epi- 




catarrhal cervicitis, 


thelial cells. 




Guhin volution, uterine 


fatty and oil 




fibroid, polypus of any 


particles, mucus 




kind, granulations, 


corpuscles, or, if 




Taacular tumours, 


there be ulcer- 




urethral caruncle. 3. 


ation, pus, and 




Traumatic - injuries — 


the products irf J 




operations. 


in flamm atioi^^l 




Vagina. — Same consti- 


!■ 




tutional causes as 


■ 


u ..^ 




J 
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DI8CHAEGES-cM.imM«f. | 


tARACTER. 


SOURCE. 


APPKARASCE AND 






PROPERTIES. 






May be arterial 




from the vulva ; 


or venous, de- 




granulations; abra- 


pendent upon 




sions; ulceration; 


its cause. 




varicosestatcs; throm- 


whether there 


aorrhagic. 


bus ; traumatic causes ; 


is active or pas- 




malignant disease. 


sive congestion, 




Rectum.— Hiemorrhoids ; 


due to direct 




congeistion of the 


rnpture of 






vessels from 




brane ; fissure ; ulcer ; 


ulceration 




maligoant disease; 


and slough, or 




traumatic causes. 


their injury by 




Bleeding irom the 


laceration, or 




rectum may accom- 


wounds of any 




pany hsemorrhagic 


kind. In the 




discharge from the 


various blood 




vulva and vagina. 


conditions and 




Vulva ; in the exanthe- 


exanthemata. 




mata — (variola, ty- 


the blood 




phoid and typhus 
fevers, measles}; spinal 


poured out is 




generally dark 




meningitis; malignant 


and does not 




ulceration; gangrene; 


readily coagu- 




noma; thrombus, vari- 


late, rendering 




cose conditions ; vari- 


thebiemorrhage 




ous blood states, as 


difficult of sup- 




in leucocythffimia and 


pression. 




scurvy; in the bse- 






morrhagic diathesis; 






wounds, operations, 


^^^ 




coitus ; from vascular 






excrescences, and tu- 


^^^^H 




mours. 


^^^H 


lose hje- 


Uterus. — 1, Simple me- 


^^B 


iirhages 


norrbagia — physio- 


^^^^^^^^^^^B 
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DISCHARGES— cmUimied. 


CHARAOTKR. 


SOURCE. 


APPEARANCE AND 
PROPERTIES. 


Air (phyaome- 


Vagina and uterus. In 




n.rLi.e. 


the knee and elbow 




position air enters the 




palled by the 


vagina more or less 




muscular 


readily; the vaginal 




action of the 


walls separate. Also 




vaginal wall. 


ID the semi-prone 
position. Air may 
accumulate when a 
pessary is worn; 
if there be a fislu- 
louB communication 
with the bowel; or in 
prolapsus uteri. 





Tke Microscope. — We bring the microscope to our assist- 
ance in the examination of suspicious discharges j the cells 
contained in cysts, — ovarian, hydatid, malignant In those 
cases of disease of the fundus or cervix in which, aa in 
L Bchimis, we may be uncertain of the nature of the growth, 
H we may remove a little with Simon's scoop or a curette for 
■TnicroBcopioal examination.* 

^H Exptoralofij Ineisioh. — Having exhausted all our means 

^^pf diagnosis, and doubt still remaining in a case of abdominal 

^pamour, where the question of operation arises, there remains 

I etill abdominal incision and exploration. This is not to be 

resorted to save as a dej-nier ressoii, as in itself the step is 

not devoid of danger. Yet the magnificent results of Mr. 

Lawson Tait, of Birmingham, which cannot be gainsaid, 

prove how abdominal section may be brought to perfection by 

a careful, discriminating and hold operator. (See chapter on 

■ uterine fibroids.) A small incision is made through the skin 

* See chapter on ' The OphthalmoBcopo in Dittgnoaia,' 




over the linea alba ; is carried on carefully through the cellnlar 
tissue, fat tendinouB stmctureB, and subperitoneal tissue. All 
bleeding is carefully arrested by torsion or ligature. The peri- 
toneum is now examined and the shining wall of an ovarian 
cyst maybe seen lying underneath ; the peritoneum is care- 
fully raised by a tenaculum, and a small opening made which 
is enlarged on a director for the extent of an inch and a 
half to two inches. We are thus enabled to examine the 
adjacent cyst-wall and search for adhesions. 

It may be well to notice a few appliances often required 
in the diagnosis of a case, and which have not as yet b 
referred to. 




Fig, 43. — Lane's Eeota! Speculum. 

iificW Spectila. — When the rectum has to be examined (or 
fistula, fissure, ulcers, or hemorrhoids, we require a specu- 
lum (Fig. 45). The patient is placed on the couch, the nates 
are drawn well to the edge, and the thighs flexed. The 
specula I prefer are those of Mr. Gowland (Fig. 45), or the 
threfl-hladed one of Mr. Lane (Fig. 43). WLichover is used 
we require a good light, and to introduce the speculum 
slowly and gently. 

Occasionally we may wish (as in removal of poIy|)i and 
for complete uterine exploration when there is htcmotrhage) 
to dilate the uterus with Barnes's hydrostatic dilators. 
Fig, 47 shows a useful combination of Higgiuaon's syringe 
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fitted with one of these bags, ^Vhen the cervix is suffi- 
ciently dilated by a tent, or by forcible dUatation, the bag 
I be introduced into ttie uterus by meaua of the uterine 
■wmnd or finger, and then distended gradually with water. 




To explore the urethra, such an inetrument as Bryant's 
(Fig. 46) conical dilator may be used, or the three-bladed 
one of Maw (Fig, 48). I prefer my nterine bougies as 




dilators, assisted, after sufficient dilatation, by the finger. 
If nothing else be to hand, a small glove-stretcher answers 
admirably. It is necessary in making a careful diagn« 
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18 Bjringe. 

i empty the bladder aud rectum. A continuous acting 

;e is required for washing out the vagina. This modifi- 

ion of Higginson'a syringe of Messrs. Maw will be found 
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very aeeful, or the pump-syringe of Arnold, which answ 
also for an enema. For use with the speculum, after douch- 
ing the vagina, or for holding pieces of cotton-wool, etc., the 
small vulcanite slice made hy the same firm is convenient. 




Fio. 50.— A rn old' 



Syringe. 



Messrs. Maw have made me a convenient speculum slice 
that can be fixed on with, a spring* to the speculum, and 
which will be found most useful (Fig. 53.) 

In operations on the vagina — Bozeman's retractors are 
most convenient and useful instruments — the fenestrated 
retractors of Sims are to be preferred. 




CHAPTEK IV. 

E MINOR GYNECOLOCIfJAL OPERATIONS. 

'PLYING Nitric Acid to the CAvrry of the Uterus.— 
'This is a simple step that any intelligent practitioner should 
be able to carry out, in those chronic cases of endomBtritis and 
snbinvolation which musfc occasionally come under his care. 

It is better to avoid any operative measure such as this 
immediately before or after a period. Also it is well in all 
operations on the uterus or ovaries to secure such mental 
rest and quiet as we can, and to subdue any morbid excite- 
ment of the nervous system generally. For this purpose, 

dose of from fifteen to twenty grains of bromide of 

imonia or bromide of potassium may be given for some 
'nights before operating. The secretions should be seen to, 
and the rectum if necessary emptied by an enema on the 
morning of any operative interference. 

The uterine canal has been previously dilated. The 
patient ia in bed. The instruments we require are — a. 
duck-bill speculum or short Barnes's bivalve (better the 
fonner) a few of Playfair's probes, an Atthill's trocar and 
canula, a uterine tractor and some absorbent cotton-wool. 
We have also the fuming nitric acid and some vaseline and 
glycerine at hand. It is right to have an assistant or nurse 
and this_i3 indispensable when we use the duck-bill speculum. 

The woman is placed in the semi-prone position, and 
■brought well to the edge of the couch opposite a good light. 
Sims's speculum is introduced, and the uterus is steadied 
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sjkd drawn well into vievr and command. A thin layer of 
cotton-wool has previously been rolled tightly round one of 
the platinum probes, to the extent of about two inchesj the 
canula is introduced by the aid of the trocar into the uterine 
cavity, and the trocar is then withdrawn. The canula is 
easily retained in position with a forceps. The probe is 
now dipped lightly in the acid, and it is a good plan to 
roll it on the aide of the sUce so as to press out any super- 
fluous acid. It is then carried through the canula to the 
fundus, and withdrawn with the canula so that the latter 
may protect the soft parts. The advantages of this con- 
venient appliance of Dr. Lombe Atthill are maoifest. The 
second of the uterine probes is ready charged with some 
vaseline, which it is well to pass after the acid has 



Fia. E2.— AttMll'B Trocar and Canula. 



1 



. to the fundus uteri. It may tend to prevent 
adhesions. I place in the vagina either some dry absorbent 
wool or a glycerine tampon. Before passing the probe armed 
with the acid into the uterus it is essential to completely 
arrest any bleeding that may have occurred. The same night 
the patient may take twenty grains of bromide of potassium 
or bromide of ammonia. She should remain in bed and have 
the vagina dressed each day ; any discharge must be care- 
fully wiped away, and a fresh tampon placed in the vagina. 
Depletwn of the Cervix Uteri. — For this purpose the cervix 
uteri is exposed with a good-sized Ferguason's speculum, the 
patient lying on her back. A Hall's lancet (a set of 
different sizes in a small case may be had) is taken, and 
some punctures, according to the quantity of blood we 
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I Require to take, are made in the cervix and the neighbour- 
hood of the OS uteri, A speculum slica is slipped under 
the lip of the speculum, and the blood is permitted to run 
into it. I believe rather in occasional depletion than in 
the abstraction of a large quantity of blood at one time. 
LWhen vre judge that sufficient has been dratm, it is easy 
) stop any further loss by a plug of dry vfooI pressed 





riG. 53. — Autlior'a Spwmlum Slioe (Maw) ; useful ia wnshing the 
cervix ; in depletion, etc. 
up througb the speculum against the cervix uteri. A few 
such tampons will arrest the bleeding. I make it a 
rule of practice to apply a small dry plug of salicylic acid 
wool, or the same wool saturated with glycerine, after deple- 
tion. It ia well to deplete, especially in cases of congestion 
and dysmenorrhoea, shortly before the advent of a period. 
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AspWalioTi. — ^yheIl an aspirator ia used for diagnoBtic i 
therapeutical purposes I prefer the simple one of Matthew 
as shown at page 4C. Such an instrument I have been using 
for years, and have found it most convenient The needl^ 




-Paquelin's Thermo-Cautery. 
points (Fig. 54) are protected after insertion by a cannla,a 
piston also completely prevents the admission of air. 
The Actual Ciivlei'i/. — When for any purpose we desir 




mploy the actual cautery, there is no appliance to surpass 
br general use the benzoline cautery of Piuiuelin. It is 
available also for cutting purposes, growths, small tumours, 
Tascular eKcrescenceB, malignant disease of the uterus, pei^ 
foratioa of a fibroid tumour of the uterus, hi^morrhoids. 
For very small tumours and for operation on the urethra, 
6uch an instrument as that used for Bmall nasal and tliroat 
growths answers admirably. The fine platinum points can 
' e had of any shape. By simply raising the cover of the bat- 

Bry the zinc plates are dipped in the bichromate solution, 
PWnd the needle or knife is brought to any heat we desire. 




Fia. 56.— Platinum Cauterj-. 



^ yie. 67.— Simpwn'fl HjBterotome (Dr. Robert Bameii' improvemaiitl. 
^B iTuision of the Cervix ffr/i.— Simple incision of the lower 
Hpart of the cervix has frequently to be resorted to, and is a 
jstep which must constantly fall to the lot of every practi- 
tioner. It is of advantage in numbers of cases of endo- 
cervicitis, when we have a small os externum in which we 
require room for intra-uterine medication ; in cases of con- 
gestive and mechanical dysmenorrhcea associated with 
radical cervix and pin-hole orifice. The incision is best 
rformed with a Kuchenmeister'a scissors (Fig. 58), the 
btrarut«rine blade of which is introduced to the desired 




extent into the canal of the cervix, and, either bilaterally or 
through the posterior wall, the cervix ia divided. Every 

practitioner must remember that even with this simple 
step it ia necessary to adopt every precaution. It ia wrong 
to take any risk. Therefore, before performing it the patient 
should be told that slie must remain quiet, stay in bed for 
a day or so after the slight operation, and run no risk from 
cold or coitus.* 

The patient should have a nightly dose of bromide of 
ammonia, commencing about five days after a period, and 
continued for a few nights. The rectum should be cleared-- 
before operation. The operator ought to have no ( 




Fic. 58, — Kuchenmeister'a Scisaors. 



with any case of infectious disease for some days before- 
hand. The position of Sims is chosen ; the uterus is drawn 
well into view and held by a hook. The operator sees 
thoroughly how far he ia cutting, and the extent of intro- 
duction of the blade. After division, bleeding is carefully 
arrested. I think it well, if possible, to avoid the use of 
any styptic, such as perchloride of iron. The bleeding 
is generally controlled by a few dry plugs, pushed well 
against the wound, if necessary, through a tubular speculum. 
I have found the styptic wool of Brauu of use in ei- 



jptional casea, A little pad of this wool is carried tip 
. preEsed into the incision, and allowed to remain 
for a time. After the bleeding has ceased, a plug of 
glycerine with some weak Condy's solution is left in the 
vagina. The vagina must be dressed once daily, and the 
waund kept open with a uterine probe, and a glass stem 
worn in the uterus. 

Division of the Cervix XTtee,i and Internal Os. — 
In cases of sterility where dilatation haa failed, or in severe 
endometritis with dyEmenorrhcea, or in spasmodic dya- 
menorrhcea, division of the cervix uteri and internal os is 
indicated : this is a much more serious, as it is a more efEca- 
cioua, step than division of the cervix alone. We are more 
likely to have haemorrhage from the uterine vessels; we 
are closer to the peritoneum ; there is a greater risk of 
metritis ; and there is more immediate shock to the woman. 
Every precaution taken in the simpler operation is adopted 

tthis. The instrument I prefer is a Sims' knife (Fig. 59). 
FlO, 59.— Marion Siuiti* Knife for division of the Cervix. 

The blunt-pointed, straight, and curved blades are carried 
in the handle They can be adjusted at any angle to the 
long axis of the handle. The preliminary steps are thoee 
taken for division of the cervix. The knife is passed 
through the cervix uteri and internal os. The incisions are 
carried laterally or posteriorly. The posterior incision, 
with the exaection, as suggested by Sims, of a small tri- 
angular portion of the neck of the uterus, has the great 
advantage that it places the axis of the patient's uterine 
canal in the most favourable position for conception. This 
i apparent if there be an anteflexion associated 
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with the Bterility. Every precaution mmt be t&ken a 
excising the cervix against exertion, cold, coitus, or aeptic 
contagion. It is better to keep the canal open with the 
glaflB stem of Sims, or the intra-uterine soft atem of Green- 
halgb. 

Greenhalgh's metrotome is shown. Bat I have the 
same objection to it as to all metrotomes constructed on a 
similar principle ; namely, that the action of the blade is 
not 80 directly under the control of the operator, nor the 
extent and direction of the incision made by it, or with 
auoh an instrument as the knife of Sims. 



Fig. 60. — Greanhalgh'a Metrotome. 

Paracentesis Abdominis. — This is an operative n 
frequently demanded in cases of ovarian cyst : 
(a) Purposes of diagnosis (ambiguous cases) ; 
(J) Where the operation of ovariotomy is contra 
dicated to prolong life ; 

(c) As a palliative measure to gain time i 

cases, and afford temporary rehef : 

(d) In some cases where pregnancy complicates ovarian 

dropsy. 
It is not a step to be undertaken lightly. It has to be 
remembered that simple tapping of an ovarian cyst has 
been frequently followed by death from shock, peritonitis, 
the escape of cyst contents, or of blood escaping into 
the peritoneal cavity, and septicsemia. Therefore it is well, 
in preparing to tap, that we should decide, beforehand, 
clearly with what object the step is taken. If our desire ia 
to assist the diagnosis, then I prefer the aspirator and one of 
the larger needles (Fig. 55). The rod in the needle prevents 





«admisBion of air. Such a needle will possibly empty even a 
large cyst If we have a doubt as to the nature of this fluid 
and its character, whUe, at the same time, we are anxious to 
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tap the cyat, the trocaj' of Speacer Welle is ao admirable 
instrument The lai^er the bore of the trocar the safer it 
13 in all such casea ; one of the moat awkward accidents 
of paracentesis being the clogging of the tube with semi- 
solid cystic contents, and the escape of cystic fluid as a con- 
sequence into the peritoneal cavity. Having decided to 
tap, we prepare our patient by attention to the secretions, 
securing quiet^ giving a dose of bromide of potassium on 
the previous night, and, immediately before the operation, 
having the urine drawn off by an assistant Save to allay 
nervousness, an anaesthetic is not necessary, and is better 
avoided. But some ether-spray played over the site of the 
small preliminary incision, or, a.s Dr. Goodeli advises, the 
application of a lump of ice, the end of which has been 
dipped in a little salt, will completely deaden the sensi- 
bility. It is better, if possible, to select the linea alba. It 
is the exception when we are compelled to make the punc- 
ture elsewhere, through the accident of some solid matter 
occupying the position of the median lina The abdomen 
may be first embraced in a roller, split at the sides. This is 
drawn tighter as the fluid escapes, and it serves to support 
the abdominal wall during the emptying of the sac and the 
removal of the pressure from the great vessels. The woman 
is brought well to the edge of the bed, the abdomen pro- 
jecting over it A bucket or two is at hand to receive the 
contents of the cyst, with a little water in each, so that 
the end of the tube attached to the trocar may dip below 
the surface, and thus the admission of air be prevented. A 
small incision is now made in the abdominal integument, 
over the linea alba, midway between the pubes and 
umbilicus, and the trocar is plunged into the cyst. If it 
be a polycyst, the trocar may be made to pierce the other 
cysts without withdrawal. When the fluid has ceased 
running, extra caution must be exercised in preventing the 
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I admiseion of air, or any fluid likely to excite iufamui 
tioo. 

The wound i3 closed with a little dry antiseptic dressing. 
If the incision has been made too large, a silver-wire suture 
must be inserted ; otherwise a dossil of lint and a few 
etrapB of adhesive plaister are sufficient. The prepared 
thymol pads will be found most couvenient, to lay over the 
wound, after all such operations. The same care should be 
exercised to anticipate peritoneal inJiammation after para- 
centesis as after tbe more formidable operations of abdo- 
minal section. 

FugiwU Paracenksis. — In a limited number of casea it 
may be necessary to remove fluid from a cyst, ovarian or 
other, by the vagina. A small cyst may be localized iu the 
pelvis occupying Douglas's space ; in a multilocular cyst the 
solid part may be above, and the fluid cysts distend the 
lower portion of the tumour. For diagnostic purposes it is 
necessary to tap when we are uncertain of the nature of the 
tnmour, whether cystic or otherwise. Ail the dangers of peri- 
tonitis and septicaemia are accentuated in vaginal tappings. 
It is better as a rule to use an aspirator. Otherwise a long 
curved rectal trocar, or better, the small guarded ovarian 
trocar of Spencer Wells, with a tube attached, which can pass 
into some fluid in a vessel at the side of the bed, must be 
chosen. The patient is best placed in the lithotomy position. 
The rectum and bladder (as in all operative procedures on the 
pelvic viscera) are first emptied. A careful and final explora. 
tion of the pelvic organs is made. The most prominent part 
of the tumour is felt, where we find the distinctest sense of 
fluctuation, and the trocar is guided to this spot by the 
Huddle and index fingers of the left hand. The bulging 
portion is now pierced with the trocar, which is then with- 
drawn, and the fluid permitted to flow off by the canula 

i tube. The less meddling after the withdrawal of the 



fluid the better. The iB^na. may be waBhed oat at intervals 
with some disinfectant solution, and au antiseptic tampon 
worn. The greatest care is necessary for several days, the 
patient being kept on her bact and the pulse and tempera- 
ture closely watched. The patient should have her bladder 
regularly relieved by the catheter, and it is well to keep 
the bowels quiet by opiates for a few days. 

Puncturing a Pelvic Siemalocele. — All that has been said 
of paracentesis 'pervaginam' applies to the relief of a pelvic 
hematocele by aspiration or tapping. But it is well to 
insist on the comparative danger of this step. Two facts 
must always be before the mind of the practitioner in 
deciding to puncture a peritoneal hematocele. First, we 
open into the peritoneal cavity, and in all forms of the 
accident we admit air into a fluid prone to decomposition, 
and hence we expose our patient to the increased risks of 
septictemia. Secondly, it has to be seriously considered if 
results prove that we increase the chances of recovery. 
My individual experience of cases of pelvic htematocele 
would incline me rather to say, ' Let it alone, and treat the 
case.' (See 'Pelvic Hiematocele.') But if we do decide to 
puncture or remove clots, either from the quantity of fluid 
in the tumour or the symptoms of septicemia being im- 
minent, we must determine our site of puncture according 
to the character of the swelling and the situation of its 
most prominent surface. The ordinary trocar for para- 
centesis of the over-distended bladder is selected, if the 
tumour be felt most prominent through the rectum. Bat, 
as a general rule, the posterior cul-de-sac of the vagina will 
be found the most suitable and most convenient place to 
puncture. The aspirator is the best instrument to use. If 
we are deceived in the sense of fluctuation, and find either 
a smaller quantity of fluid than we anticipated, or only 
softened clots— or that no fluid comes with the aspirator^ 
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iie question immediately ariseE, Should we lay open the 
_ s and remove the clota "i The decision must depend on 
the urgency of the local or general symptoms — great pelvic 
distress in the bladder and rectum on the one hand ; symp- 
toms of septicffimia on the other. It is impossible to lay down 
dogmatic rules for guidance in such cases. Each individual 
case has its special peculiarities and bearings. Influenced 
by our surgical instincts and experiences, we must do all 
that is possible to save our patient, avoiding unjustifiable 
or rash risk in the one direction, and equally culpable and 
timid trifling with life In the other. Should we resolve to 
open the mass, a long bistoury may be taken {if we have not 
Paquelin's galvanic knife to hand), and a little lint is wrapped 
round the blade, as a sheath, to within about one inch of 
the point. Such a knife as that figured, and which is used 



W. 



kBlQ. 63.— Biatoury. 
for puncturing the larynx in cedema of that organ, will be 
found most suitable. The incision is carried through the 
posterior vaginal roof, and is of sufficient extent to admit 
of one or two fingers to examine for clots and remove these 
if necessary. It is needless to say that this step must be 
conducted with the strictest antiseptic precautions. I think 
it well to let the carbolic or eucalyptus-spray play about 
the bed and person of the patient before operating, and 
to wash out the vagina with a carbolic solution ; and sub- 
sequently to the evacuation of the contents of the tumour, 
to use with a syringe a weak carbolic wash, through a 
piece of tubing attached to the nozzle of an ordinary 
syringe or the canula of the aspirator. 




MINOR OPERATIONS (amtinued). 



Intra-uterine Medication. — In gynecological practice 
the treatment of uterine discharges by the topical applica- 
tion of agents to the uterine canal, hoth of cervix and body, 
is of everyday occurrence. In the commonly occurring 
troubles — subinvolution, endometritis — cervical and corpo- 
real, granular conditions of the canal, after removal of 
polypi, those conditions consequent upon gonorrhoea — we 
have to apply caustics, astringents, and absorbents to the 
interior of the uterus. The following are the mora i 
portant medicinal agents employed ; 

Hitric acid. 

Carbolic acid. 

Chromic acid (in solution), 

Iodoform (in ointment). 

Iodine (as tincture or with glycerine). 

Iodine and carbolic acid. 

Nitrate of silver (solid and in solution), 

Sulphate of zinc (solid and in solution), 

Percbloride of iron (in solution), 

Chloro-acetic acid (in solution), 

Chloride of zinc (in solution), 

Mercury (in ointment) 

Belladonna (in ointment). 

Acetate of lead (in ointment). 

Morphia (in ointment), 



Tannin (as euppoeitory), 
Hazeline (liquid extract). 

Intra-nterine medication is thus carried into practice 
either through the application of solid Bubstances, the in- 
troduction of ointmeats, or the application and injection 
of liquids. These are applied to the cervix alone, or to the 
cayity of the body of the utema above the cervix. A few 
general remaxta on intra-uterine medication may not be 
amiss. 

While many women are most insusceptible to the effects 
of intra-uterine applications, others, on the contrary, are very 
easUy affected by such, and are peculiarly prone to suffer 
&om uteiine colic, symptoms of collapse, metritis, or peri- 
tonitis after their use. Intra-uterine medication, iheD, Is 
always to be undertaken cautiously. Before resorting to it, 
the woman must be placed in the best possible position 
to nndergo this form of treatment. This caution is all the 
more necessary in those applications which are made above 
the OS internum. Certain general precautions are applicable 
to all cases. 

Reduce any general congestion of the womb by internal 
remedies, baths and depletion, before commencing intra- 
uterine treatment. Use, previously, vaginal injections; have 
the patient's bowels attended to by the administration of 
some saline purgatives j rest in bed is essential where a 
powerful agent is carried beyond the isthmus uteri. In all 
cases of narrow and contracted os uteri, it is well to enlarge 
it by lateral incision before we apply any substance in- 
ternally; and if we have to attack the cavity of the body, 
dilatation of the isthmus uteri should be secured before we 
proceed to treatment. In all cases of intra-uterine medica- 
tion, when any caustic or astringent has been used, 1 
pbelieve it to be a safe practice to insert a pledget of 
it or salicylic acid wool and glycerine into the 



ragma. This is the more requisite, if the step be taken 

in the practitioner's houao, and if the patient has to drive 
or walk any distance subsequently. No application should 
be made imniedudely before or after a menstrual period. 
The safest and most convenient means of applying any 
remedy to the canal of the uterus is by means of the uterine 
probe and cotton-wool. The probe can be curved to any 
shape, so as to pass readily into the uterus. It is well to 
have two probes by the surgeon ; one is necessary to clean 
out the uterus. This is readily done by rolling a layer of 
cotton-wool round the end of the probe, and wiping out the 
uterus with it. At times a difficulty is experienced in 
removing the tenacious plug that fills the cervix in some 
cases of endometritis. By placing a little more wool on 
the probe, and rotating, we may detach this; but a small 
conical sponge, held in a miniature sponge-holder, wilt 
answer the purpose better than anything I know of. 

When about to dress the uterus in the manner spohen 
of, it is well to have the patient in front of a good light on 
the obstetric couch, in one of the positions already de- 
scribed ; perhaps the dorsal decubitus will be found 
generally the most convenient I have already alluded to 
the mode of applying nitric acid to the fundus uteri. Here, 
as in many cases where we have any difficulty in reaching 
the cavity of the fundus, it is far better to use the duck- 
bill speculum and resort to Sims's semi-prone position. 
One tampon of wool is ready at hand, and some half-dozen 
small pieces are prepared to wipe the vaginal roof and 
surface of the uterus. The cervical canal is cleaned out 
and dried; the vaginal roof is cleared; the probe, armed 
with the cotton-wool saturated with the solviion, is carried 
in the desired length into the uterus. When the probe is 
withdrawn, the vaginal tampan is introduced. 

Of the substances named, the strengths of any solution 
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elected must depead on the character of the case and the 
feffect we desire to produce. The safest rule for practi- 
tioners to follow ia to select a medium strength of any 
medicament, and never to begin with the maximum of that 
recommended. On the whole, it is better to be below than 
above even the medium strength of some solutiooa. The 
subjoined are the solutions that, as a rule, will be found safe 
and serviceable : 

II. Nitric acid (applied as directed), pura 
2. Carbolic acid and glycerine two parts to one, and 
equal parts. 
3. Carbolic acid, glycerine, and tincture of iodine : equal 
parts, 
i Carbolic acid and ext. hamamelis (liq.) : equal parts. 
6. Chromic acid : gr. xx. — tctch , ad 3i- J or the same solu- 
tion with equal parts of glycerine, 
6. Iodine : gr. xxx. — Ji, spt rectif. ; or tincture, with 
equal parts of glycerine. 

7. Nitrate of silver : gr. xx. — xxx. ad 3l 

8. Perchloride of iron : gr. xx. — xxx. ad Ji. (glycerine 

or water), with one part of No. 2 Solution. 

9. Sulphate of zinc ; gr. ttt , ad JL ; or with one part 

of No. 2 Solution. 

10. Chloride of zinc : gr. xxx. ad Ji. ; or with one part 
of No. 2 Solution. 

These ten solutions will be found to answer for most 
cases. It is a good plan in periodical dressings to vaiy the 
nature of the application. A good eflfect will often follow 
this change in the substance we apply. 

Intra-uterint Jn/sciion. ^ Individually, I never use for 
intra-uterine medication injections into the cavity of the 
uterus. It may be prejudice and a dislike to run the un- 
questionable risks attendant upon their employment. I 
believe the less fluid we leave in the uterine cavity after 



any topical application the better. This applies witli 
double force to the undilated orgaa ; metritis, peritonitis, 
collapse, colic, ceUulitia, perimetritis are more likely to 
follow the injection of fluids. If they are used, it should 
be with such an instrument as the urethral injector of Sir 
Henry ThompaoE, and which I have for years successfully 
employed in gleety states of the male urethra. (Fig. G9.) 
Such an intra-uterine medicator I have had made for me by 
Messrs. Maw. It has a special uterine carve and answers 
for ointments as well as fluids. It carries a sponge, moistened 
with the solution, which is carried down to the apertures in 
the curve of the instrument, and thus a small quantity can 
be squeezed through these into the urethral or uterine canal. 
Withdrawing the sponge slightly, we can permit the reflux 
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Fig. et.^HaJl'a Lancet dnd^Sponge-hulder. 
of any fluid that may remain, before removing the instru- 
ment. But the advantage we gain by this over the appli- 
cation with the uterine probe andjsaturated wool, I confess 
I am at a loss to see. If intra-uterine injections are used, 
we must be careful to— 

(1) Exclude the possibility of any flexion of the canal; 

(2) To secure free exit for any fluid by previous dilatation 

of the canal ; 

(3) To inject (the patient being in bed), within a week 

after the menstrual period, and take every posfflble 
precaution to anticipate and prevent subs/gimtJ^ 
inflammation ; 

(4) To be careful of the admission of air ; 



SOME MINOR GYNECOLOGICAL OPERATIONS. 93 

I (5) Never to use nitrate of silver Bolution ; 

(6) It is well to wash out the uterus first with a little 
warm water, to ascertain the uterine sensitiveness. 

Tincture of iodine, diluted ; carbolic acid, with glycerine 
'and water ; perchloride of iron, in water ; chromic acid, 
in solution; sulphate and chloride of zinc, in water — have 
all been used. The strengths should he weaker than 
those we employ of the same agents with the cotton-wool 
and probe. 

A fairly safe injector to use is a small glass syringe which 
fits accurately to a hollow uterine sound with fine apertures 
at the point (Fig. 65). "Whatever fluid is employed, ten 
drops should only be injected at the time. I repeat that 
in practice I believe ictra-uterine injection to be a need- 
leiisly venturesome plan of treating endometritis, 

Ointments. — Any ointment of such strength as we may 
desire can be applied to the cavity of the uterus. Thus we 
may use most serviceably carboKc acid, chromic acid, nitrate 
of silver, iodoform, nitrate and iodide of mercury, bella- 
donna, bismuth, tannic acid, morphia, acetate of lead. 
We may use the uterine probe, or such an appliance as the 
ointroent-positor of Dr. Eobert Barnes (Fig. 66). The 
beat basis for ointment is vaseline, or vaseline and paraffin. 

Solid Substances. — These are best used in the shape of the 
fused Bticka sold for the purpose ; as those of Dr. Braxton 
Hicks, which are made of sulphate of zinc. Nitrate of 
silver may be tried in the manner we employ it in affec- 
tioua of the eyelid, in combination with nitrate of potash, 
made into small moulds. Nitrate of silver may be readily 
fused in a little platinum crucible, and applied on the point 
of a uterine probe. Dr. Lomhe Atthill speaks strongly in 
favour of intra-uterine application of the solid nitrate of 
silver in sub-involution of the womb, attended by severe 
menorrhagia ; he regards it as 'both simple and saf&' 
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ITio. 70. — Small plBtiniiui crucible for nitrate uf silver. 
laira-vlerine Suj^osilorUs. — I have from time to time found 



iThese substances are applied through the porte-caustique 
i {Tig. 68), a hollow uterine sound open at the end. The 
i little caustic stick (Atthill, ' Diseases of Women,' fiftli 
edition, p. 75) is inserted into this, and pushed home into 
the uterus by the stylet, which fits the tube accurately. 
But, as Dr. Atthill well insists, we musb be careful, to 
withdraw the porte-caustique a little from the uterus when 
pushing in the stick, bo as not to penetrate the uterine 
■ valL 

^^Tnost benefit from very small suppositories (which 

readily had to order of any good chemist) made of cacao- 
butter and glycerine containing belladunna (gr. ii. of extract), 
morphia {gr. \ — J), carbolic acid (gr. ii.), iodoform (gr. iii.), 
tannic acid (gr. z.), and alum (gr. x.) j these agents may be 
used either singly or in combination. They can be in- 
1 Berted through the porte-caustique. Aa a rule, however, I 
Bdo not lean to introducing unctuous or greasy substances 
^into the uterine cavity, I can only repeat that I believe 
a safest, the most generally convenient, and moat eiBca- 
idous means of treating abnormal states of the endometrium 
B by means of the uterine probe and cotton-wooL 
J'otassa Fusa, and Potassorcalce. — Both these caustics, 
1 former being the more deliqnescent and the most 
lowerfnl, are employed in certain cases of granular cervix, 
md malignant disease of the uterus, 
e most powerful in their action, and require to be 
i with considerable caution. Their effects in causing 
SODtraction of the uterine tissue, or, if incautiously used, 
S)Uteration of the oa, as also the danger to the surrounding 



ftthe 



■shronic hyperplasia, i 



vnginal mpmbriiue, are to be remembered. They are thai 
applied. The patient ia placed in the dorsal position, with 
the legs drawn up, and held apart A large-sized Fergns- 
Bnn's speculum is introduced, and the cervix brought well 
Tvitliin the tube. Some absorbent cotton-wool, saturated 
with vinegar, ia packed round the lower part of the 
cervix, separating the rim of the speculum from the part 
to which the caustic has to be applied. The peocit of 
caustic is now taken in the holder, and used lightly or 
otherwise, according to the desired object. The more 
freely it is rubbed on, the greater the depth of tissue 
destroyed, and the larger the siough. A strpam of vinegar 
and water is then directed on the part, the wool having 
been removed. A pledget of cotton-wool, soaked in equal 
parts of vinegar, glycerine, and water is now pushed ap 
against the ceri'ix, and allowed to remain in the vagina. 
Uterine pain after any form of medication ia best and moa^ 
speedily relieved by a subcutaneous injection of morphi 
and a belladonna and morphia suppository introduced i 
the vagina. At night, to secure rest, the ordinary c 
bination of gr. xx. of bromide of ammonia or potassiiq 
with gr. XX. of chloral, is one of the best I know aL 




DISORDERS OF MENSTRUATION, 

lATiON AND Menstruation. — To comprehend any 
deviation from a nonnal and healthy act of nutrition of 
sny organ, we must clearly understand the procesaea in- 
volved in the normal discharge of its functions and the 
anatomical and histological facts bearing on that act of 
nutrition, from its incipient stage to its completion. To no 
physiological process does this rule apply more closely than to 
the deviations commonly met with in the menstrual act of 
ovulation. Perhaps the moat perfect example of a nutritive 
process, elaborated through the healthful interchange of 
function on the side of the circulating current on the one 
hand, and the tissues and the nerve elements on the other, 
is oflered in the completion and perfection of the act of 
ovulation. There must be perfect relation of blood-supply, 
both in character and quantity, and healthful control of 
nervous influence, not only on the part of the nerves dis- 
tributed to the various tissues involved— arterial, muscular, 
cellular — but on that of the central nervous system. No- 
where is this made more manifest than in the influence 
exerted on the ovary and uterus during mental states, or 
reflex disturbances, or shocks, which show their immediate 
effects in arrested and perverted menstruation. It is out- 
aide the scope of this work, as Indeed it is not rightly 
within its province, to enter into a detailed description 
of the act of ovulation and the associated process of 
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menstruation. This is more distinctl]' a portion of the pby- 
aiological course of the student, and will be found dealt 
witb in a more perfect tuanner than I could possibly hope 
to do in a work of this nature. It must suffice to remind 
the reader of a few facta, connected with the act of ovula- 
tion, which bear on some of the clinical phenomena of 



At a certain period of female life, varying, generally, from 
the twelith year to the seventeenth, and known as that of 
puberty, a sanguineous excretion occurs from the uterus. 
This flow of blood is the outward and visible sign of the 
completion of the ovarian function of ovulation, or the full 
development of a Graafian follicle, its rupture, and the escape 
of the ovum. Attendant on the first appearance of tliia 
catamenial flow, changes appear in the mental and physical 
nature of the girl : it is the springtime of her existence ; 
and her whole system participates in the budding forth of 
her sexual life. There is hyperajniia of her sexual and 
mammary organs. Local congestions may occur in the 
ovaries, uterus and rectum ; remote in other organs, as the 
brain, heart, and lungs ; or reflex disturbances, having 
their origin in the ovaries, and the irritation of the ovarian 
nerves. And this recurring hypenemia of ovary aud 
uterus, with the associated vascular and nervous disturb- 
ances, continues for some thirty or forty years of the 
woman's life — her summer. And now we approach the 
critical autumn-time, when this fertilizing process begins 
to wane, and gradually ceases altogether — -the period of the 
menopause, from forty-five to fifty, or thereabouts, when 
again we find her subject to local and remote congestions, 
cerebral aflections, vicarious hiemorrhages from varioofl 
organs, cardiac complications; at the same time occur exa^ 
rated reflex disturbances and nervous ' discharging lesiona' 
These accompany that * change of life ' during which art 
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developed those traits of womanhood which stamp with 
peculiar and oharacteriatic features the period antecedent to 
the winter of old age. It la not, however, to the change in 
the uterine mucous membrane, and the periodical hyperemia 
of the uterine tissues with the consequent flow of blood, 
that we are to look for an explanation of these phases and 
phenomena. It is to the antecedent act of ovulation. 
True, a woman may menstruate (in so far as a mere 
periodical flow is concerned) without ovaries, but then it is 
roost probably the mere perpetuation of a habit. Aa a 
physiological act it has lost its prime significance. It is-on 
the ovaries rather than on the uterus that the gynecologist 
has to concentrate his attention, in investigating the normal, 
and in treating the abnormal menstrual molimen. We do 
not find any accurate explanation of many of the pheno- 
mena of menstrual life. There is a something in these not 
to be explained by any anatomical or physiological facts 
connected with ovulation. The effects of its mysterious 
influence on the entire being of the woman may not be 
measured by any descriptive language. The explanation is 
not in the swollen and sensitive ovary, or in any changes that 
occur in the parenchyma, in the maturation and rupture of 
the Graafian follicle, or in the accompanying congestion of 
the Fallopian tube, or in the swelling proliferation and dis- 
integration of the uterine mucous membrane. 

This strange coincidence, of a mental and physical state 
bdng closely dependent upon the healthful discharge of 
the function of a single organ, is best recognised when we 
vatch the consequences of perverted action, or of any arrest 
or suppression of the ovarian function. ' The essenlial iking,' 
as Schroeder says, ' is Hie dkclutrge of llie ovum;' the escape 
of blood from the mucous membrane is an accessory occur- 
rence, which is, perhaps, only the indication of the retro- 
■ffaA& metamorphosis of that membrane. Conception may 



occur while the external eyidence of ovulation is absent; t 
we have seen that the menstrual flow may periodicaUy appear 
when the ovaries are removed. The congestion gf the 
ovaries and other genital organs may take place with the 
discharge of the ovum, and still there may be no laceration of 
the uterine vessels, and the usual escape of the disintegrated 
mucous membrane may not follow. From these few brief 
remarks we may infer how important to the health and 
well-being of the woman is the due performance of this 
function on the part of the ovary. And though we may 
not regard the uterine changes and Sow as of the same 
essential significance, yet, remembering the hypenemic con- 
dition of, and the local determination of blood to, all the 
genital organs at the time of menstruation, we can compre- 
hend how serious must be the consequences of a partial or 
complete suppression of this escape of blood from the 
uterus, and the arrest of the normal process of disintegra- 
tion and exfoliation of the uterine mucous membrane, and 
the resulting retention in the blood of the abnormal elements 
of excretion. This brings us to the consideration of the 
simplest departure from the normal act, viz., amenorrhcea. 

Oiidation and Abnormal Menstruation. — To the student a 
short tabular statement of abnormal menstrual states may 



Menstruation occurs from puberty to tbe age of forty- 
five or fifty, every twenty-eight days or at a longer interval 
(quite compatible with health). The discharge lasts from 
three to seven days, or longer ; consists of blood and disin- 
tegrated debris of uterine mucous membrane, tbe quantity 
of which varies with the duration of the flow. It is in- 
fluenced by climate, temperament, coitus, habits and rank 
of life, temperature, blood-states (as the exanthemata, 
phthisis, Brigbt's disease, chlorosis, aniemia, leukaemia), 
mental circumstances (as depression, shock, hysterical con- 



ftdition, the effecta on the mind of illicit intercourse, seduc- 
tion); local disorders of the genital organs and rectum (as 
fibroid developments, uterine version and flexion, hyper- 
plastic BtateB of the uterus); morbid growth of, or abnor- 
malities in the development and position of the ovajies ; 
any congenital or acquired stenosis or atreaic condition of 
the genital canal from the Fallopian fimbriated orifice to 
the vulva. 

Amenorrhcea ; 1. Primary, frequently persistent {eman- 
Bio mensium). 

2. Secondary, usually temporally (auppressio 
mensium). 
Dysmenorrhea (Uterine — Ovarian) ; 

(o) Congestive and inflammatory. 

(b) Neuralgic and hysterical 

(c) Obstructive. 

(d) Membranous, 

(e) Ovarian (Bysootocia). 

Menorrhagia : 1. Catamenial excess (either simple excess 
in the normal physiological and pathological pro- 
cess, or the result of a morbid condition of the ovaries, 
uterus, or some other organ). 

2. Climacteric ; occurring at the menopause. 

Metrorrhagia ; Abnormal flow of blood during the inter- 
vals between the menstrual acts. 

Vicarious (diverted) : pneumonic (hEcmoptosis) ; nasal 
(epistaxis); gastric (hxmatemesis); cutaneous; renal; 
cerebral and retinal ; rectal (hemorrhoidal). 



AMENOKRHtEA. 

Jaiisai'Mi. — 1. Removable canses (excluding pregnancy), 
many of those cited above as influencing ovulation and 
menstruation. 
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2. Irremovable— absence, or congenital malformation and 

arrest of development, of the ovaries, Fallopian 

tubes, or ntems ; acquired disease of the ovaries, or 

nterua, 

"We find that the commonly occurring causes associated 

with a diminution or temporary absence of the menstrual 

flow are : 

(a) aDEemia and chlorosis, 
(i) plethora and plethoric states, 
(c) some accidental influence operating on the worn 
as mental shock, fright, cold, sea-bathing— 
these repressing causes have a more decided effect 
if they occur at or about the time of a menstrual 
epoch; acute diseases and chronic wasting diseaaesh 
the exanthemata, 
((?) congenital defects. 
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Differeviial Diagmsis from PregTiancij. — As it is the r 
though there are occasional exceptions, that the menstrnd* 
flow ceases during the pregnant state, it is always our duty, 
in any Huapicious case, most carefully to exclude any chance 
of this condition being the source of the trouble. The 
student of midwifery has already studied all the signs 
and symptoms of the pregnant state. He is aware how 
difficult it is, before the uterus rises above the pubes, 
to speak witli any degree of confidence of the existence 
of pregnancy. On no question must we guard our ea- 
pressions or our suspicions more than on this ; not only 
those cases in which the possibility of conception 
is for any purpose concealed or denied, but also in those 
in which the desire of the woman is parent of the belief, 
and she assumes that she is pregnant It requii-es consi- 
derable tact to avoid committing one's self to an opinion 
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until such a period of pregnancy has arrived that we aliould 
be able to speak with confidence. 

I do not enter fully into the differential diagnosis of preg- 
inancy ; thU is exhaustively done in every treatise on mid- 
ilrifery. Tliis table of the most important proofs, divided 
[ftver three periods, may be of service : 

FIRST PERIOD. SECOND PERIOD. THIRD PERIOD. 

Cessation of the Progressive in- Uterine con- 
menses ; reflex and crease ia the size of tractions well 
sympathetic disturb- the utems, which felt; more cha- 
uices ; changes in the continues until the racterislic 
breasts; morning sick- close of pregnancy, changes in os 
nesB ; enlargement of with characteristic uteri and cer- 
theuterusand change alteratioos in the vix; all the 
ia position, with com- abdomen; further signs of preg- 
mencing change in changesinthehreasts nancy becora- 
the 08 uteri and cer- (areoise — secretion) ; ingmore mani- 
vix ; vaginal signs in fcetal projections and fest, 
alteration of colour heart - sounds ; bal- 
and increase of natu- lottement ; placental 
ral secretion. souffle. 

From the fifth to the sixth month, in the great majority 
lOf cases, we can speak with confidence of the uterine en- 
largement being due to pregnancy. Yet remembering how 
often we meet with complications, such as fibroid tumours, 
ovarian cysts, ascites, flatulent distension, bydiaminoa, we 
had better keep always before us the fact that the only 
absolute proof of pregnancy and infallible teat is the 
auscultatory one of the fcetal heart-sounds. In all the 
others a man may be deceived. This must he so, or 
we should not have the fact occurring of the greatest 
past and present, committing pardonable 
ing the abdomen to operate for a tumour, 

'arian or uterine, and finding a pregnant uterus. Nor 
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would we &nd the awkward mistake made in the opposite 

direction— woman, nurse, and practitioner awaiting the 
discovery of a phantom pregnancy, and flatulent accumu- 
lation, or relief &om the operation of paracenteEis abdo- 
minis for ascites. 

Aruemk and CMoroik slates are easily recognised in the 
pale conjunctiva, the colourless lip and gum, the white 
complexion, and in marked leukiemia, the wax-like look 
of the skin, the antemic first sound and functional irregu- 
larities of the heart, the cervical jugular bruit, the pale 
retina, the puffy state of the face and eyelids, and the 
accompanying group of neuralgic or hysterical symptoms 
that are constantly associated with these physical signs. 
Most marked of these are headache, loss of appetite, or 
capricious tastes in diet, lassitude, dislike for outdoor 
exercise, sleeplessness, neuralgic pains in different places, 
attacks of syncope, a rather characteristic pain referred to 
the left side of the chest beneath the region of the heart, 
It is in such a general depraved state of the system that 
we are often consulted. The watery blood, with red 
corpuscles diminished in quantity and altered in their 
physical characters, does not respond to the demand of 
ovary and uterus ; the vitality and nutrition of both organs 
are lowered. The act of ovulation gradually ceases, or may 
not occur at the proper time, is abortive and irregular; while 
the menstrual discharge is lessened, changed, or absent. 

Plethora.— 5-asi the reverse of this condition is met with 
in thepldliork and full-blooded. Here there is a hypenemic 
condition of all the sexual organs. They participate in the 
general state of plethora of the entire system, and the other 
vital organs. The normal balance of blood-supply and 
nutritive growth and development is lost; congestion of 
both ovaries and uterus results. The a^t of ovulation is 
either prevented or arrested through this undue blood- 
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supply ; or it becomes at first irregular in time of oi 
and in the quantity of the menstrual secretion, and, gradu- 
ally interrupted, it finally ceases. This type of case is 
easily reoogniBed. The ready flush, the higli complexion, 
the throbbing vessels, the strong and full pulse, with ac- 
companying symptoms of headache, functional heart palpi- 
tations, proofs of congestion elsewhere in the lung, kidney, 
or retina, are a few of the aigna that tell us of the cause of 
tin amenorrh(»a, 

Acadenial Influences. — We find these in injudicious habits 
dress, diet, exercise; in some mental shock; in the sequelre 
of various acute diseases which have lowered the vitality of 
the system, or interfered at the time of its occurrence with 
the menstrual function. If we go carefully into the history of 
any case when first we are consulted, we can generally place 
our finger on the fault which has, directly or indirectly, led 
up to the cessation of the menstrual flow, or its altered 
character. Indeed, in a large number of cases that come 
before us, it is to a depraved mental condition we must look 
for the primary source of the evil. 

CongenUal Defects. — When we are consulted by parents, 
or by the patient herself, for delayed menstruation, before 
making any internal examination it is well to enter cai'efully 
into the previous history. We can ascertain if there has 
been an indication at any time of an effort at ovulation — 
recurrent pains at special times in the back or sides, or 
an attempt at periodical discharge of any kind : — if there is 
a general arrest in development in the direction of woman- 
hood, both physical and mental; if we can trace to any 
accidental cause the arrest or suppression of the Sow. If not, 
we must then keep before our mind the probability of con- 
genital defects in ovaries, uterus, and vagina. After such 
SJx exhaustive examination, and if ordinary remedies fail to 
produce any effect, a careful digital examination in the 
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presence of tbe patient's friend or nurse may be demand) 
Ijy ita help we may decide the question of congenital d 
Such an early examination is more especially demanded in 
young married women, and in unmarried girla more ad- 
vanced in years, especially if we have a history of old 
attacks of vaginitis, parametritis, uterine displacements, 
peritonitis, or more urgent symptoms indicative of retained 
menstrual flow. 

Indications /or Tmitment. — These, once we decide the 
cause of the amenorrhcea, are clear. In anijemia— to re- 
store, in the first instance, to the sexual organs their normal 
blood-supply, and correct the constitutional vice disposing to 
this morbid state ; and secondly, to direct to these organs 
such local therapeutic means as are calculated to induce 
or re-establish the natural performance of their functions. 
We must correct those habits that have a deleterious in- 
fluence on the general health, and the sexual organs, in 
particular. 

Questions of clothing, diet, exercise, mode of living, and 
occupations, have all to be carefully gone into. The use of 
warm clothing ; the wearing of light flannel next the skin, 
(vest and drawers) ; avoidance of those modern devices for 
strangling the abdominal and pelvic viscera ; the securing 
of due warmth in the extremities, hands and feet ; proper 
support for the nnder-clothing — all must be insisted 
on. So it is a good plan for the practitioner to give 
each patient her individual dietary-table systematically 
arranged, omitting all those articles of food which are 
calculated to cause or sustain dyspeptic states, and which 
are in themselves likely to deprave the blood, SufBcient 
quantity of animal food, taken, if necessary, in any of the 
forms of digestible and concentrated foods made by auch 
firms as Brand, and Savory and Moore; poultry, game, 
fieh, and milk, given according to the digestive powen 
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^Bf the patient ; moderatioii in alcoholic stimulants, avoid- 
^TDg over-reliance on them, or their careless recommenda- 
tion, or a fanatical denial of their therapeutic value ; aome 
ffood claret (such as Chateau La Rose, Margaux, Lafite), 
^ Carlowitz, Red Burgundy, St. Raphael wine ; the com- 
■ibinatioa 'beef-iron wine' of Messrs. Burroughs; pepaina 
^Hline ; some of the numerous malt preparations, as malt 
HTiuLiact, and ferrated maltine; a little old brandy and milk 
taken a few times daily, or the much-abused but often 
most valuable of wines, genuine port — all have their 
special virtues, and will assist our treatment accord- 
ing to the constitutional features of the case. Atten- 
tion to the times of mealg and the intervals between, 
is of equal importance to their character. Speaking 
generally, light and digestible meals, not taken at long 
intervals, and never late at night, will be found most 
judicious. So we must correct, when possible, those 
pursuits and their effects which tend to corrupt the blood. 
Overcrowding in sleeping apartments, heated rooms, ill- 
ventilated sitting and bedrooms, prolonged sedentary em- 
ployment, much stooping or standing, excessive study and 
long fichool-hours, want of suitable outdoor exercise and 
amusement, too violent exercise and muscular tire, have 
to be firmly condemned. How many of the future uterine 
troubles of adult and married life are engendered by 
the routine, monotony, and over-work of our modern 
boarding-school life, when the mother's watchful eye is 
absent, only those who are so often consulted for the re- 
sults of both know. If parents were oftener alive to the 
danger, they might be more careful in the selection of 
the temporary home, on the domestic management and 
control of which so much of their child's future happiness 
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tioii — proper bathing of the entire body at a medinin t 
perature (water 60° to 70° or 80°) if cold be not well boine; 
aea-bathing if it agree, and that a healthful reaction occurs 
after it. Proper friction is essential, especially of the lower 
part of the back and the abdomen, after the batL Dr. 
AtthiU has suggested a plan which for years I have followed 
with success. The patient is directed, before she goes to 
bed, to sit, protected from cold, in a small bath of water at 
a temperature of from 60° to 70°. The feet are either 
placed in hot flannel, or in a small foot-can of hot water. 
After the bath the hips and lower part of the abdomen are 
well rubbed with a Turkish towel, and then the patient 
goes immediately to bed. Such spas as those of Kasdngen, 
fceuznach, Vichy, Schwalbach, Ems, Spa, may be resorted 
to. A winter at St. Moritz, or Davoz Platz, or in the 
Italian Kiviera, if any phthisical tendencies are present, 
may be necessary. A trip to the south of France, a short 
stay in the Tyrol or Switzerland, or at some of our own 
equally efficacious health-resorts, such as Brighton, St. 
Leonards, Hastings, Torquay, Bournemouth; and in summer, 
a few months in Scotland, the English Lake district, 
Wales ; or at such watering-places as Southport, and Black- 
pool in Lancashire, will often, if assisted by proper treat- 
ment and regimen, restore the health and arrested func- 
tions, when nothing will affect any change in the impure 
atmosphere of the crowded city. I briefly tabulate the 
most important therapeutical means for the treatment of 
amenorrhea generally, reserving a few practical observa- 
tions an some of the more useful of these drugs. » 

Lron (and its salts). ■. 

Arsenic, | Chalyheates generally. 

Quinine. vSeparately or in combina- 

NuK vomica and strychnine. I tion. 

Ergot and ersotine. -^ 
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Aloes, ( In combination (as Pil. aloes 

Myrrh, t iron. 

Saffron. 

Cannabis indica — Cannabin. 

ApioL 

Borax. 

Otlier TJiaupeiUk Means .- 

Uterine sound. 

GalTanism. 

Warm hip and foot baths. 

Friction to spine. 

Lcechea to anus and inside of thighs. 

Fomentation to the breasts. 

Stimulating enemata 

Iron. — Before administering any form of iron, it is well 
to prepare the system for its administration. This is best 
done by the exhibition of some gentle saline aperient for a 
few days, such as Hunyadi Janos water, or any of the effer- 
vescing saline preparations in ordinar}' use. It is well also 
to act on the liver by means of a mild laxative pill. "We 
may combine a small quantity of grey powder with some 
vegetable cholagogne, as euonymin or iridin. For a few 
days before commencing the iron, the use of an alkaline 
mixture, of bicarbonate of potash, or Mindererus' spirit 
(liquor ammoniai acetatis) with spiritus etlierls nitrosi 
— the simplest and best saline of all— may be taken oc- 
casionally. The diet should be regulated, heavy meals 
should be avoided, and farinaceous food, with milk, princi- 
pally taken. Sufficient time should be permitted to elapse 
after meals before the iron is taken ; it should not be 
given while fasting. The particular preparation selected 
must depend on the features of the case, or the tolerance 
shown for the exhibition of iron, and the e.icact effect we 
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are anxious to produce. The preparatioDB I find most 

efficacious, in a large Dumber of cases, are reduced iron, 
which can be given in pill or powder, alone or in com- 
bination j dried sulphate of iron, which can be combined 
with quinine, arsenic, or nux vomica in pills ; the dialjzed 
solution of iron ; the compound iron mixture ; muriated 
tincture of iron ; the solution of the chloroxide of iron ; 
the compound forma, ammonio-citrate and potassio-tar- 
trate ; the effervescing varieties and these in combination 
with quinine ; bromide of iron, when we wish iron in 
conjunction with the bromides, is useful. I have found 
such preparatious as those of Blanchard (pills) and the 
pearles of Tisey borne when other forma of iron were not 
tolerated. The pbosphatic prepai'ations (syrups of the 
hjpophoaphitea of iron and quinine), Fellow's, Dusart's, 
and Eastou's syrups, or any of these combinations, may 
be assisted by chalybeate waters and such preparations as 
the ferrated maltine and beef-iron wine. 

Arsenic — Through its action on chronic uterine inflam- 
matory statee, is perhaps the most usefdl medicine we possess. 
The arsenious acid (j^ — ^^^ of a grain) may be well admin- 
istered in pill, in conjunction with either quinine or iron, 
taken three times daily after food. Fowler's solution, as a 
liquid preparation and capable of combioation, answers all 
our purposes. The peculiar susceptibility of some individuals 
to the effects of arsenic, as seen in irritability of the stomacb, 
erythematous attacks of tbe skin, and inflammatory conjunc- 
tival states, is not to be forgotten when we are giving it 
for tbe first time to a patient Quinine we may combine in 
administration with any medicine indicated for amenorrbo^. 
It may be given either with arsenic or iron, aloes and myrrh, 
ergotine, nux vomica in the form of pill, with various salts 
of iron ; or the vegetable infusions, and any of tbe many 
elegant forms in which quinine is now prepared. Mesiis. 
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irbyn, Stacey and Co. have prepared for me three plea- 
nut and efGcacious effervescing preparations, salicylate 
of qainine, salicylate of quinine and caSein, salicylate of 
quinine and iron, wliich can be prescribed in combination. 
The muriate of quinine, when we wish, can be conveniently 
given with the muriated tincture or solution of the per- 
chloride of iron. Nitx vomica, or slryfJmine, next to 
quinine, is perhaps the most valuable vegetable tonic we 
especially is it of service in the atonic and 
lebilitated conditions associated with suppressed menstrua- 
'iaon. It may be given in the form of extract, with either 
quinine, arsenic, or iron, in ^-grain doses, three times daily, 
after meals, or at times combined with ergotine. It is par- 
ticularly indicated in those sluggisli states of the bowels that 
we so frequently find complicating amenorrhcDa. Here it 
may be added to an aloetic pill. But the most reliable mode 
of administering this drug is as the liquor strychniiB of the 
phaimacopcela. It is better to prescribe a standard quantity, 
as 3ii. of the liquor (gr. L), and to have this contained in a 
given quantity of water, 3tvi. — 3XX. ; thus the ordinary 
half-ounce dose contains -^to -^ oi sl grain. With glycerine 
and the dialyzed preparation of iron it forms an excellent 
mixture, to which the tinctureof quinine may, if we so desire, 
be added. Ergotine, as an emmenagogue, is a useful adjunct 
to any of these medicines. It can be given (J-gr.-gr, i, 
doses) with quinine and nux vomica. Ergot and most other 
pure therapeutic agents act mostly as emtnenagogues. Borax 
I have occasionally found service from. It is best given by 
itself in the form of powder. Apiol granules are of use, 
especially if there is dysmenorrhma, and have a similar action 
toergot. Of the other therapeutic means, theirmere enumera- 
tion is GufGcient to indicate the object in employing each. I 
shall therefore only make a passing allusion to them. Before 
we take up the uierine sound to induce a menstrual act, wc 




muBt have positively assured ourselves of the absence 4 
pregnancy. Seeing the i]l usea to which the sound is put R 
inducing abortion, I confess that I do not like the idea of 
suggesting its habitual or even occasional employmeut aa a 




nu. ( i^jaen-^uiapcu FiG. 72.— Laryngeal Rlieophore wH 

Rheophore. may be uaed for the Uterna. 

means of treating ordinary amenorrhcea. I have i 
passed it for this object myself, and I am certwn tl 
practitioners do interfere locally, they have a mora < 
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clous means in galvanization and the employment of the 
galvanic stem and pessary. If electricity is liiely to do good, 
perhaps the safest mode of applying it is directly to the 
cervix, by means of such a rheophore as that of Maw or the 
ordinary one employed in afTectlons of the vocal cords and 
larynx (Figs. 71, 72). It is easily applied inside the cervix 
through a speculum, and the strength of the current can be 
regulated by such a battery as the simple bichromate one 
Gapplied by any instmment- maker. The current is not 
completed until the sponge of the rheophore Is passed 



GaJvoaio Stem, 



udde the cervix, and the lever spring touched. The other 
) can be applied over the hjpogastrium or on the 



' If the galvanic stem is inserted, the uterine canal must be 
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sufficiently dilated to permit of its passage, and the stem 
passed into the canal either by the direction of the finger or 
the aid of a speculum. Once inserted, if there is a dispo- 
sition to slip out, it can be retained in position by a small 
tampon of salicylic wool soaked in glycerine. It should be 
looked at occasionally and re-inserted, lest the secretions 
may have corroded the metals and softened the stem. 



CHAPTER VII. 



DYSMENOEEHCEA. 



Fain, SoTne General Remarks on. — Such states as congestion, 
obetruction, neuralgia, all associated with more or leas of 
spasm, are constantly met with in the same individual In 
one large group of eases we find a tendency to amenorrhcea 
and scanty menstruation. The pain is clearly associated with 
anaemia; while in others, the tendency is rather to plethora 
and congestion. So also the situations in which the pain 
occurs are variable — in the region of the ovaries (generally 
one ovary) — if the ovaries are, as is frequently the case, the 
organs at fault ; pain in the back and over the pubes, if the 
principal cause of the dyamenorrhcea is in the uterus; 
reflex pain in difi'erent parts, head, chest, abdomen, accom- 
panying the local pain, is present in some degree, in most 
cases of chronic dysmenoirhcea. Equally uncertain are the 
nature of the pain and the time of its occurrence, varying 
from some slight aggravation of the common systemic 
disturbance antecedent to the menstrual flow, with pain 
referred to the back or sides, disappearing when the 
discharge appears, to the indescribable agony which the 
fiiends of the patient say ' they can only compare to labour- 
p^ns.' The pain may precede the flow, or cease as this com- 
mences, or it may last all through the period, exhausting 
the woman physically and mentally. It is in such cases 
that the mind after a time is weakened, each period causing 
further prostration, until at last delirium is present, or 
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perchance some permanent form of mental abemt _ 
resulta. The term 'hyBterical' is offcea employed to deacribe 
the pain complained of ia these cases ; so also a special claaa 
of pain is spoken of as ' neuralgic' 

I am. afraid both terms are apt to mislead in practice. It 
cannot be doubted that a large amount of the pdn com- 
plained of we are justified in grouping with those other 
symptoms which are met with in the general state known 
as hysteria, and with the type of pain looked on as neuralgic. 
And it is likewise true that the mental condition of the 
woman leads her to exa^erate the suffering, and describe 
it in extravagant language, while her weakened nervous 
system cannot sustain any acute or prolonged pain. This 
is still further exaggerated by the recurring anticipation 
before each period. But if such considerations influence a 
practitioner to regard any form of pain as fanciful or unreal, 
and induce him to look on his patient as 'whimsical' and, 
as he is commonly pleased to say, 'hysterical' — though what 
he may mean by this latter generalization he would find it 
often very hard to explain — lie will make a serious mistake. 
It may lead him off from a careliil examination of his 
patient j and the source of the disorder in ovary, uterus, or 
vitiated state of the circulation, or in a depraved nervons 
system, may be overlooked. It is the safest rule in prac- 
tice never to despise pain, no matter how trivial, and always 
carefully to seek for the cause of it. Not the less must we 
do so because we feel convinced that our patient'B mental 
powers are weakened. 

It has been reported that a woman who suffered agooy 
from ovarian dysmenorrhcea was completely relieved by the 
deception of an incomplete Eattey's operation. ShewB 
placed under chloroform, and only the preliminary cutanetnH 
incision mada I have myself seen the application of * 
metal disc over the ovary relieve ovaiian neuralgia. Not 
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long since I had a patient who, for some time, had morphia 
injected subcutaneously for the relief of ovarian and other 
pains : she suffered from most severe dyamenorrhosa 
Occasionally she craved for the morphia, and implored us 
to increase the strength of the injection. By the justifi- 
able deception of seeming to yield to her entreaty, while 
frequently only pure water was used, she had a good 
night's rest, and expressed herself as completely relieved 
the next day. We have no stronger proof of psychical 
influence over physical conditions than in the various 
applications of metallo- therapeutics, and the strange effects 
of metal discs applied for the relief of hysteria and 
hystero-epilepsy. But I by no means desire to bo under- 
stood as doubting the conclusions of the eminent French 
paychologiat, Professor Charcot* I think that in ocular 
therapeutics, and in the effects of the metals when applied for 
Tarious retinal states, we have evidence of the direct 
physical results of metallo-therapy, I refer to the work of 
the Salpetriere phyaician rather to impress on the student's 
mind the double-sided nature of most ovarian disorders. 
On the one side physical, from the slight congestive and 
hypencsthetic to the various pathological conditions met 
Tvith ; on the other, psychical, as seen in all the so-called 
hysterical affections and states, complicating both the 
normal act of ovulation and any abnormal departure from 
the healthful perfoiinance of the ovarian function. From 

* The reader ahould refer to the New Sydenham Society's volume of 
'Charcot's Lectucee, ' in which he discusKea the view that the ovary is the 
point de dipart of the paroxjBia in (he attack of hysteria and hystero- 
epilepey — moderate prsaaureovertheoTary inducing the aura hysterica, 
while more enei^etic compreaaion arresta it, and alao cuts short on 
ittack, even when the convulsions have commenced. Presaure is made ■ 
Kud maintained by the cloaed fist, which is pressed into the iliac fossa. 
Dr. Groill; Hewett has drawn attention to the fact that this pressure 
aiao octd on the uterus, compressing its vesHela, and diminishing 
uterine congestion. He regards uterine displacements aa having more 
to say to the hysterical phenomena than the dislocation of the ovaiy. 
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what has been Baid, it may be gathered that I regard as of 
doubtful scientific accuracy any classification which has 
been made of dysmenorrhcea ; yet here, as in other efforts 
to classify affections in which no weil-marked lines of 
demarcation exiat, we gain much In clinical diagnosis and 
treatment from the grouping of ideas resulting from a 
classification, though it may not be critically accurate. 
Broadly, we keep always in our mind, in practice, the dys- 
menorrhcea, which has its source in the ovary and its appen- 
dages rather than in the uterus. The pain is characteristi- 
cally ovarian, and we seek for congestion, swelling, sensi- 
tiveness, displacements of the ovary j there may he 
adhesions or effusions, and localized swellings in the broad 
ligaments or Fallopian tubes. Or, on examination, we find 
immediately a satisfactory esplanatioa of the suffering in 
the formation of the uterus, in the congested cervix, the 
contracted uterine canal, some flexion or version, or an in- 
flammatory state of the mucous membrane of cervix or 
fandus. The relation of ovary to uterus is too close to 
expect to find this distinction, of ovarian and uterine dys- 
menorrhtca, clinically marked in a large number of cases; 
and thus we have the afi'ected ovary reacting on the utenis, 
and any serious inflammatory affection of the latter organ in- 
fluencing the former. But we are constantly meeting the 
case of dysmenorrhosa in which we can detect no fault either 
in ovary or uterus. The uterus and ovaries are normal in 
size, position, and their freedom from adhesions ; there is no 
fault in the patency of the uterine canal Ilere we must 
look to the circulation or nervous system for the cause of 
the pain, and this is obvious either in the depraved quahtjr 
of the blood, as in some amemic state on the one hand, or in 
excessive blood-supply — a general plethoric condition of tlw 
system — on the other. 



L Congestive DysMENORRH(EA. 
Causes. — Plethora; aireBted or suppressed menstruation j 
inflammatory states of the uterus and endometrium ; dis- 
placements of the uterus - subinvolution ; fibroids ; polypi, 
SijinpUmis. — Pelvic pain frequently preceding the ap- 
pearance of the menstrual Sow, at times continuing 
during the period, generally aggravated previous to, 
and for the first twenty-four hours of, the discharge ; the 
pain may be accompanied by constitutional disturbance ; 
the uterus is found swollen, tender and sensitive both to 
external pressure and internal examination ; on a vaginal 
examination with the speculum we frequently find the 
I characteristic mucous plug of endometritis blocking up, or 
^Djanging from, the os uteri. 

^P 11. Obstructive and Spasmodic Dysmenorkhcea. 

Causes. — Mechanical obstruction to the flow of the men- 
Btrual discharge, due to stenosis of the cervical canal or os 
nteri ; congenital malformations ; uterine displacements 
which cause a narrowing and bending of the canal, and 
which favour interstitial effusions into the cellular tissue of 
the uterus with resulting hyperplasia and contraction ; 
traumatic — operative measures which result in stenosis; 
polypi and fibroids. 

Sym/ptoms. — Pelvic pain varying in intensity, often agoniz- 
ing, preceding and accompanying the menstrual discharge ; 
at times severe constitutional disturbance, violent headache, 
and sickness of the stomach ; the mind may become 
weakened by the recurring agony, and mental delusion 
follow, or the patient may even become maniacal. Pelvic 
peritoneal symptoms are frequently present; and the on- 
ward passage of the blood being prevented, a pelvic hsema- 
tocele may form. There is, commonly, aa also in the con- 



geslive varieties, considerable ovariati Imtation, with pain 
and Banaitivenesa of the ovaries ; neuralgic pains ; attacks 
of uterine colic and spasm ^ hysterical tendencies. Vicarious 
hfemoirhage may occur elsewhero ; retinal infarctions and 
effuaiona, epistaxia, h^matemesis or hjemoptoais ; the blood 
becomes depraved ; the patient is anaemic or chlorotic ; the 
akin may have a yellowish-green or discoloured look. It 
may be that many of these symptoms are in abeyance until 
the increased sexual activity and local detenni nation and 
excitement, consequent upon marriage, react on both the 
ovaries and uterus. Thus frequently we find the first great 
distress and pain complained of after marriage. 

Spasmodic. — Every practitioner will meet with cases of 
dysmenorrhcea in which he can find no satisfactory reason 
for the pain, ia any abnormal state either of uterus or ovary. 
Even if there is a version or Sexion, he finds that the uterine 
canal is pervious ; he rectifies the displacement, and still the 
pain recurs. There may be some congestion of the uterus, 
and ovarian tenderness, or hypersenaitiveness of the internal 
OS on passing the sound, yet not sufficient to explain the 
violent spasmodic pains that precede or accompany tha 
earlier appearance of the menstrual discharge. At times 
we notice, as characteristic of this form of pain, that the 
patient states that some clots have passed, and that on 
the appearance of these the pain has been relieved. The 
passage of these clots is occasionally followed by a profosf^ 
or rather prolonged, flow. Dr. Matthews Duncan has drawn 
attention to the clonic contractions of the uterus whicb 
occur in the unimpregnated state during menstruation, 
and he attributes to these contractions, when exaggerated 
and painful, the fits of spasm which occur in this form (^ 
dysmenorrhcea. Dr. Duncan rather doubts the truth of the 
mechanical theory as a cause of the pain. He regards it M 
the result of muscular spasm, and finds an analogy in the 
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attack of apasmodic asthma in the laog. Still, he associates 
with it, as an excidDg cauBe, catarrhal states of the mucous 
lining of the canal, congenital defects, and also flexions and 
versions, and he treats iho spasm by mechanical dilatation. 
It lias always seemed to me that those obstetricians 
are right who see in spasm of the urethra, occurring 
in gouty constitutions, in old gouty states, or with 
attacks of gonorrhteal urethritis, and with lesser de- 
grees of stricture, or following occasionally on some 
alight excess, a counterpart (though by no meaos an exact 
one) of the spasm which occurs in the cervical canal. 
In both, I believe, there is swelling and congestion, or some 
old contraction or flexion sufficient to excite spasmodic con- 
traction of the sphincter fibres. We know that in the case 
of the urethra, the flow of urine is arrested by the spasm, 
and that it is re-established by the passage of a bougie. 
Here the cause of the epasm is to be sought for in the 
morbid condition of the blood or urethra, gouty or gonor- 
rhceaL Pain occurs when the obstruction to the flow of urine 
preventa the escape of water, and with the efforts to expel it. 
No douht, after the bladder has been emptied, in some cases 
of vesical and prostatic congestion, there is irritation and 
pun; but it is doubtful if this is due to ' spasm,' As Dr. 
Duncan rightly says, painful contractions of the uterus 
occur. But those that we are familiar with as after-pains, 
have for their object the expulsion of clots in utero, acting 
as foreign bodies, and there is the powerful and exceptional 
physiological effort of contraction of the uterine fibres to 
restrain htemorrhage and bring about reduction in bulk. 

We must remember that all through pregnancy we have 
uterine contractions occurring which are not painful, and 
which can be felt with the hand placed on the abdominal 
wall. Contractions become painful when there is blood to 
expel, or clota, as in after-pains. The therapeutic means we 
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adopt, such as dilatatioD, in order to cure the dyf 
orrhcea, and the action of such medicines as apiol in reliev- 
ing the pain, also incline me to think that in the case of 
spaamodic dysmenorrhcea we must still seek for the source 
of pain in tho mechanical interference which is the con- 
sequence, partly, of the morbid or abnormal uterine condi- 
tion, and partly of the Bpasm which that condition induces. 
General Treaiment of DysmenorrlKfa. — In determining the 
treatment of any case of dyemenorrhcea, we must be guided 
by the cause of the pain, and our remedies, general and 
local, should be such as are indicated by the constitutional 
aspects of the case, and any local fault that we may detect. 
Our fiiat ium should be to correct any constitutional vice, 
such as general plethora, anaemia, chlorosis, dyspepsia, 
gout, hysteria, constipated bowels, and those habits which 
lead up to depraved blood conditions and interference 
with the general health. Attention to all those matters 
already referred to in the instance of amenorrhoea will 
be necessary— climate, food, clothing, and exercise, and 
abandonment of injurious amusements and occupations, or 
morbid excitements. Change of air, proper exercise, health- 
ful and regular diet, with attention to the bowels, will cure 
many a case of dysmenorrhooa without further interferencA 
With aniemic and chlorotic complications, the different 
chalybeates before referred to, and especially the combina- 
tion of arsenic, iron, and quinine, must be tried. If we 
have reason to suspect a gouty diathesis, the salts of potash, 
lithia, soda, magnesia, are indicated, and these can be given 
with the bromides of potassium and ammonia, or wicb 
colchicum or guaiacum. The salicylates of quinine, lithia or 
soda (effervescing or granular) will be found agreeable and 
useful preparations. The combination of iodide of potassium, 
bromide of potassium, and bromide of ammonia, is most 
valuable In atonic conditions of the bowels attended with 
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flatulence, tincture of nux vomica with glycerine, and such 
carminatires as the compouud tincture of chloroform or the 
spiritB of lavender, will frequently relieve. In dyspeptic 
cases, if there be gastiic acidity, the salts of bismuth iu 
combination with carbonate of eoda, especially the oxy- 
cbloride of bismuth, aud pepsine, or lactopeptine, are indi- 
cated. 

For constipated bowels we should not hesitate, if laxatives 
and mild purgatives fail to operate, to advise the occasional 
resort to enema.* The natural waters, Hunyadi Janos, 
jEsculap, Friedrichsball, Pulna, Carlsbad, are the simplest, 
and, if they act, the best saline aperients we have. They 
should be given early in the morning, and a little warm water 
(about a tablespoonful to the wine-glass or two of Hunyadi 
Janos) added. The liquid extract of Gascara Sagrada is a 
very useful aperient (extract cascara liq., Ji., glycerine, ji., 
water, Jvi., 5 fl . as a dose). Generally, a small cup of warm 
tea or coffee, taken immediately after, will assist the action. 
A mild alterative or aperient pill can be taken the 
night before. With many, a tamar confection is quite 
sufficient an aperient But habit has much to say to con- 
stipated bowels, especially in women. We should insist on 
a daily effort being made, after breakfast, to relieve the 
bowels, and often a drink of cold water, at or after break- 
fast, will help. A moist pack, worn over the abdomen at 
night, made of a few layers of lint wrung out of tepid 
water, and covered with an oiled silk pad, I have frequently 
known assist the action of the bowels. So far as pos- 
sible, we should avoid drastic purgatives, or giving 
encouragement to the constant use of every variety of 
' aperient pill' Some brown bread, softer food, fruit, and 

* Either the PuWis Glycyrrhizre Co., or Pnlv. Liiiuiritiffi Comp. 
of &B German PharmaoopiEis, m dosea of 30 gra. to a drachm, maj be 
given aa a mild Init effectual laxative in tbe momingB. 
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vegetables, with eome simple assiHtance, will generally 
Obviate the seceesity for so injurious a custom. I have no 
doubt that good la also effected by wearing one of the many 
varieties of electrical apparatus now ao elegantly contrived 
for female use. If the pain be referred particularly to the 
region of the ovaries, and assumes a neuralgic type, the bro- 
mides of sodium, potassium, and ammonium are indicated. 
An excellent combination is that of bromide of potassium 
(gr. IV.), and hydrate of chloral (gr. xii), given at intervals 
of four hours when the pain is felt An enema of chloral 
and bromide of potassium will be found of service. Tincture 
or extract of Cannabis Indica, tannate of cannabiu, hnmulus 
lopulus (tincture or extract), lupuline, monobrotoate of 
camphor, apiol (in capsules), nepenthe or codeine at night, 
lor the subcutaneous injection of morphia, are all of use to 
nbdue the piun. 

Eysterkai and Neuralgic Cases. — There is a strong objee- 
lon to resorting to the subcutaneous injection of morphia 
I hysterical women if we can possibly avoid doing so. 
Q a habit and craving is encouraged, with ail its per- 
nicious consequences ; or, if persisted in, the morphia acts 
on the brain, and the symptoms of morphia mania may 
be developed. Locally, benefit may be derived from the 
nae of the constant current applied over the inguinal 
region, 10 to 15 cells of Leclanche's battery (Krohne and 
Seseman) applied daily; pigment of iodine with belladonna; 
a combination of chloroform (jiv.), extract of belladonna 
(jii.), tincture of aconite (Jiv.), camphor (5ii,}, mastich (Jiii.), 
rectified spirit (Ji-). '"■'^ on with a brush over both ovaries; 
vesication over the ovary with a littJe chloroform applied 
on a watch-glass. But in every case of so-called 'neuralgic' 
djamenorrhcea, we must seek farther than the situation 
of the local manifestation for the cause of the pain. In the 
tntervalB between the periods, the closest attention must be 
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paid to tlie general management of the case ; any conal 
tional defect has to be rectified ; tonics should be given, 
such as quinine, arsenic, bark, mineral acids, strychnine or 
nuK vomica, the salts of zinc ; chalybeates if the patient be 
anaemic ; salines and mineral aperient waters if the tendency 
be to plethora. The hysterical temperament has to be met 
by such remedies as the bromides, in combination with 
valerian, assafcetida, or galbanam. Much more may be 
achieved by correcting errors of diet, and the abuse of stimu- 
lants, attention to exercise, and by giving the mind healthful 
occupation, with such agreeable outdoor recreation as cir- 
cumstances will permit* It is in such cases before all others, 
nnless they are absolutely demanded by some local condi- 
tion, that we should discountenance vaginal examinations, 
speculum iutroductioos, uterine manipulations. If there be 
in the unmarried girl a leucorrhceal discbarge during the 
intervals between the periods, in a large proportion of 
cases it will disappear with appropriate constitutional 
treatment, aided by the vaginal douche, and some such 
astringent or alkali added as borax, alum, sulphocarbolate 
of zinc, carbonate of soda or permanganate of potash. If it 
should not do so, or that in the first instance, from the severity 
of the symptoms or their persistence, wo are suspicious of 
local disease or abnormality, an examination is justified ; 
I repeat, that such a step is not to be unnecessarily advii 
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The same remark applies to those cases of married 
women, now found floating about in such numbers, who 
have been to this doctor and that, who flippantly detail 
all the therapeutic means known for the cure of sterility 
and dysmenorrhrea, and appear to have exhausted al! 
the resources of imagination and art. The womb has 
been 'slit,' 'cut,' 'stretched, 'replaced,' 'depleted,' not by 
# See Weir MitcheK'fl "Kest Care," p. 128. 



one medical adviser, but by two or three ; yet they are 
none the better but infinitely the worse, morally, mentally, 
and physically, for all this ingenious exercise of manipulative 
ski]]. 

To reatrain a woman from liealthful intercourse, with 
proper intervals of rest, while she is made the victim of ex- 
liauBtive vaginal explorations and pessary adjustments, 
appears to me to have iu the practice neither reason nor 
justice. Erotic tendencies are sustained, and the wliimB 
and fancies of hysteria are encouraged. 

Pklhora. — Here, if we find that there is a plethoric state 
of the system, a few leeches over the ovaries, or about the 
anus, shortly before the period, and depletion of the cervix, 
■will he indicated. When we can so cleanly, quickly, and 
efficiently deplete the uterus with the uterine lancet, we 
rarely need require to apply leeches to the womb itself. 
Every purpose can be served by puncturing. In thest 
plethoric cases we derive benefit from saliues, the various 
saline waters, occasional aperients, close attention to diet 
and exercise. Iron has to be carefully avoided. Digitalis, 
witli bromide and iodide of potassium, is a useful com- 
bination. 

In congestive cases I have found benefit from the ad- 
ministration of a pill containing lupuline, ergotine, extract 
of cannabis, of each gr. i., taken three times daily, alternating 
these doses with the bromide of potassium and chloral mix- 
ture. In these congestive cases we must be particularly 
careful in the use of stimulants. It is far better to insist on 
the total relinquishment of all alcoholic drinks. If the patient 
cannot be induced to abandon stimulants, we had better 
recommend some light wine, as Claret, Hock or Sauteme. 
The local means to combat dysmenorrhosa wiU be deter- 
mined, according to the state of the uterus with which, on 
examination, we find it associated. There may be a ver- 
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eion or flexion requiring rectification, and the application of 
a suitable pessary. The canal of the cervix may be con- 
tracted, neceesitating the use of a stem-pessary and the dila- 
tation of the canal with the uterine bougies. We can in a 
few days, commencing with the bougie of 11 millimetres, in- 
crease to 30 millimetres. If the stenosis be extreme, and the 
cervix conical, the best course will he to prepare our patient 
for the division of the cervix, and to perform this operation 
about ten days after the menstrual period has ceased. After 
division, we use the glass stem of Sims, or one of the intrar 
uterine stems of Greenhalgh (Figs. 77, 78), or the galvanic 
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stem-pessary can be inserted in cases of congestion with Bcanty 
flow. Inflammatory stat«s of tbe uterus, catarrhal, cervicitis, 
and endometritis, should they be present, must be treated. 
Should any polypus block the passage, or a uterine fibroid 
obstruct the flow, each has to be specially dealt with. If 
the woman's life is rendered miserable by recurrent attacks 
of pain and intolerable suffering, especially if a growing 
fibroid implicates the canal, and other means have been 
exhausted without any benefit, we should not hesitate 



to adviae the operation either of Battey or Lawson Tait, 
placing fairly the exact riaks of the operation before our 
patient. 

In those cases of ovarian dijsmenmrhea in which the pain 
precedes the menstmal flow, and is characteristically ova- 
rian, attended by Bensitiveneas and fulness in the ovary at 
either aide — a fulness which can generaUy be felt through 
the vaginal roof or rectum — leeches applied either in the 
region of the ovaries or near the anus, vesication, warm stt- 
b&ths, full doses of bromide of potassium or ammonia, are 
the best means of obtaining relief.* 

I have seen some splendid results in these pitiable cases of 
chronic ovarian excitement, with various neurotic troubles 
— insomnia, loss of appetite, wasting, morbid fancies, and 
numerous reflex pains — from Dr. Weir Mitchell's plan. The 
principles of his treatment are: 1. Rest and seclusion of 
patient. This includes the exclusion of officious, meddling, 
injudicious and over-sympathetic friends ; the assistance of 
an intelligent, refined, firm, judicious, and neat nurse and 
companion. If there be retroversion of the uterus, the patient 
is kept as much as possible in the prone or face position. 
This rest treatment must be continued for some months. 
2. Change of diet This consists in feeding the patient with 
a light but nutritious and moderately stimulating diet, much 
in excess of the demand necessitated by the daily waste — - 
principally milk at repeated intervals ; soups ; malt prepara- 
tions {'Ferrated Maltlne'wilj be found an admirable remedy); 
gome wine, such as burgundy, hock, dry champagne, and 
other generous diet. 3. The administration of iron. 4. The 
use of massage and electricity. A skilled rubber should 
practise the massage. This kneading of the skin and muscle 
of the entire body is practised for the space of half an hour 
,n hour daily. Cocoa-nut oil is employed to assist the 
• Soe Chapter or 'Ovarltia.' 



massage. The constant-current battery is used, or a mild F 
daic current applied over Ziemasen's points. Fourthly, tH 
treatment may be supplemented after a time by t)ie use 
every morning of a tepid spinal douche, while the patient 
sita on a stool in a bath-tub with her feet in warm water ; 
the water poured over the back has, at first, a temperature 
of 80°, and is reduced one degree daily, until it is brought 
to the ordinary temperature. Suitable friction follows the 
douche, the patient dressing rapidly and taking a brisk 
walk after some food, but it should not be of sufficient length 
to exhaust the strength, or tire. ^^ 

True Mebibranods Dybmenorrh(ea ^H 

Is not a common affection. Here we have exfoliation IV 
the uterine mucous membrane, either in the form of shreds, 
or sometimes as a complete caat of the uterine cavity in 
which are the orifices of the Fallopian tabes or os uteri. 
Some years since I had a lady under my care who suffered 
most severely at the menstrual periods, and had always done 
so. Before marriage, however, she had passed these casts of 
the uterus, and this continued for the first year after marriage. 
The little membranous exfoliation preserved completely the 
form of the uterine cavity. The affection yielded in time to 
treatment; she became pregnant and has now a family. This 
form of dysmenorrhoja is not necessarily related to concep- 
tion, and may occur in virgins ; it does not of necessity cause 
steriKty, though as long as the affection persists it predis- 
poses to this condition. Microscopically the membranous 
layer is found to be composed of connective-tissue, glands, 
and deciduous cells. The passage of the membrane is 
not always accompanied by pain. There is frequently 
associated with this form of dysmenorrhea a state of in- i 
flammation of the uterus — endometritis. We must not 
confound this membranous cast with an exfoliation or > 
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blood-coagulum. The microscope and a little care will 
prevent this error. Much light has been thrown both on 
the etiology and treatment of this affection by Dr. John 
Williams, of London. If we hope to alter the character of 
the menstrual act radically, we must alter the nature of 
the uterine mucous membrane. Inflammatory complica- 
tions must be subdued if they exist. The interior of the 
uterus should be treated during the intervals between the 
periods by such remedies as fused nitrate of silver or 
sulphate of zinc points, nitric acid, iodine, carbolic acid. If 
the pain be severe during the separation of the membrane, 
chloral and bromides, opiate suppositories, belladonna and 
morphia, vaginal pessaries, morphia injected subcutaneously, 
will give relief. It is better, while the patient is under 
treatment, to forbid coitus. The patient can in the intervals 
wear a galvanic stem-pessary, and galvanism may be used 
to the interior of the uterus in the manner already in- 
dicated. 
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MENORRHAr.IA, METORBHAGIA AND LEUCORRHtEA. 

Hxrimnhagn. — I have already given a brief classifi cation 
of haemorrhage, whether as a simple exaggerated menstnial 
flow, or that which occurs independently of menstruation, 
due either to disease elsewhere or having a strictly local 
origin. In dealing with any case of uterine hajmorrhage 
some broad practical rules have to be rememberedi 
should say iu their relative order of importance they aiQfl 
follows : 

1. Never to neglect or trifle with, by simple paUis 

measures, an unusual, continuous, or i 
loss of blood from the uterus. 

2. Always to remember that the hfemorrhage is but % 

sign of Homething abnormal elsewhere, ( 
in the uterus itself. 

3. Our first anxiety should be directed to the cause of the 




4. In case of doubt make a careful vaginal examination; 

and should this not explain tlie cause, and if the 
facemorrhage continues, dilate the uterus and explore 
its cavity. 

5. Onc« the cervix is dilated, it is better to maintain a 

certain degree of dilatation, as long as the discharge 
of blood continues. 

6. The local conditions most frequently met vrith whict 

cause hicmorrhage are : Fibroid tumours, subinvolu- 



MKHORRHAGIA, METOREHAGIA AND LEUCORRHOiA. 133 

tion, endometritis and cervicitis, erosion of the 
OS and cervix externally, granular states, malig- 
nant disease, polypus, uterine congestion associated 
with flexion, ovarian congestion. 
Our treatment of hfemorrhage may be divided under two 
(1) The correction of any general cause, such as 
cganio disease in the heart, lungs, liver, spleen, kidney; or 
^e control of the discbarge during the exanthemata, in 
rpuric states, and at the climacteric period, or after pro- 




that give riee to it. But it may be well to tabulate the most 
useful and efficacious haemostatics and astringents we possess : 

1. Heal, — By thevaginal douche and water at 110° to 112°. 

2. Cold. — Vaginal douche ; ice-bag in vagina ; double 
tube or cold tampon in vagina. ; ice-bag or bladder over 
pubes. Cold always to be used with caution where there 
is great debility or tendency to collapse — Leiter's tuhes 
placed over the uterus. 

3. ramj^ojT. ^Sponge-tent inserted into cervix — sponge 
acts both as a dilator and plug ; vaginal plug, 

Vagiiud Plug. — In many cases of hiemorrhage from the 
cervical neck, after operation on the cervix, in granular 
states, and after depletion, we may make a convenient and 
efficient plug thus. A roll of salicylic acid wool is tied in 
the centre with a string, and spread out umbrella-shape ; 
several smaller pieces of wool are at hand. We may 
moisten the surface of the wool with a little perchloride 
or the subsulphate of iron solution, extract of bamamelis, 
glycerine and carbolic acid, glycerine of tannin, or glyce- 
rine and permanganate of potash solution. A large, but 
not lengthy, tubular speculum is introduced, or, better 
still, Sims' speculum. The medicated wool with the string 
attached is now pressed home well against the oa — it iE 
better first to dry the part of any blood — and following it the 
smaller pieces of wool are pushed in, until the upper part of 
the vagina is well filled, I always remove such a plug after 
twelve hours. If we want more securely to fill the vagina we 
may use strips of lint, a piece of tape being tied to those first 
introduced. The Hut may be moistened with carbolic, or 
permanganate of potash, solution. Two rules are to be 
always borne in mind in regard to plugging — (a) Never look 
on plugging save as a temporary expedient for the control 
of hiemorrhage; (J) never permit a plug to remain for a 
longer period than twenty-four hours at the farthest in tbr 
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TBginal caviCy, and always disinfect and cleanse the vagina 
after the removal of the plug and before a second is inserted. 
4. Local Tkerapeviic Agents. — Alum, in tampon or injec- 
tion ; persalta of iron ; perchloride of irou, either as the 
liquor, or, what is far preferable, the plain solution of the 
solid salt, made any strength (gr. xxx, — 31. ad^i-); snb- 
sulphate of iron solution (jf ad ^i., Sims) ; ferro-alumeii ; 

^^,gallic acid; tannic acid; matico in injection; hamamelia. 

^KThe interior of the uterus may be wiped with any of these 

^Btgents by means of the uterine probe. 

^B 5. General Tlisrapeaiw iJemeiies.— Ergot ; ergotine, or 

' sclerotic acid, given subcutaneously ; ergotine, with lupn- 
Uoe and quinine, given in pi!I ; tincture of perchloride of 
iron; infusion of matico, alone or in combination with 
perchloride of iron, gallic acid, tincture of digitalis, or 
extract of hamamelia; digitalis, ia combination with 
ergotine, dried sulphate of iron and quinine ; gallic acid 
(gr. XV. doses), with infusion of matico and liquid extract 
of ergot, or the ammoniated solution of ergot (Allen and 
Banbury) ; quinine, with aromatic sulphuric acid, or diluted 
anlphuric acid. 

The general management of the patient suffering from 
menorrhagia, will, in great measure, depend on the constitu- 
tional state or vice on which it is attendant. Greneral or 
ovarian excitement must be controlled by bromides, here 
well given, with digitalis; in atonic states, strychnine may be 
administered in combination with quioine aud iron ; if the 
debility induces hysteria, the bromides with valerian {am- 
taaniated tincture and infusion) ; in plethoric conditions, at 
the time of the menopause, and if there be any hepatic 
congestion, saline purgatives, bitter waters, vegetable chola- 
goguea (podophylhn, iridin, euonymin), alternated occa- 
■ aionally with a mild mercurial, as a few grains of calomel 
r grey powder. If loss of blood has induced an aniemic or 






136 DISEASES OF WOMEN. ^M 

chlorotic state, iron should be judiciously adminiBtered ^H 
any of the forms already mentioued ; the dialyzed prepara- 
tion of Squire, Fellow's, Easton's, or Dusart's syrups, being 
excellent farms to administer it in. 

Leultorrhcea. 
Of all the terms used in gynecology, this one — leui 
rhcca is employed in the loosest and moat mislead! 
manner, both by student and practitioner. By leucorrhcea 
we understand generally, in practice, what women call ' the 
whites.' If we restrict the use of the term to simple 
exaggeration of the normal secretions, whether coming 
from uterus, vagina, or vulva, or to some catarrhal state 
of the mucous membrane, it would be, perhaps, correct 
to speak of uterine (corporeal and cervical), vaginal and 
vulvar leucorrhcea. But it must be remembered, that simple 
excess of the normal physiological secretion rarely proceeds 
for a length of time without producing pathological changes 
in the tissues, which we must keep quite distinct from a 
slight perversion or simple exaggeration of secretion. Such a 
correctly styled, leucorrhcea! flow, we meet with, typically, in 
pregnancy, in young girls with debilitated constitutions, and 
in those suffering from ansemia. Tomixup the idea of any 
morbid secretion, the result of pathological changes in the 
tissues, with ordinary leucorrhtea, is simply to lead the prac- 
titioner into errors both of diagnosis and treatment. On 
the one hand, he may force unnecessary examinations, ovai- 
treat by local measures, apply topical agents to healthful 
structures, raise unnecessary alarm ; or, on the other, he may 
be tempted to pursue an expectant plan of treatment, hoping 
in vain that he can control a discharge, which has its source 
in some diseased state of the uterus, by palliative measures 
and general constitutional remedies. I shall, then, confine 
my observations to leucorrhaal discharges proper. 
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I have already, in the table of dischargea, epitomized the 
distinctive features of the secretion poured from the uterus — 
body or cervix, the vagina aud vulva. In some cases aimple 
leueorrhceal discharge is very profuse ; perhaps it altogether 
supplants the normal menstrual function. Tliis form of dis- 
charge we frequently are consulted for in connection with 
either am enorrhcea or some irregularity of the menstrual flow, 
and its accompanying anaanic or chiorotJc condition. We also 
meet with it as a symptom in gouty, rheumatic, syphilitic, 
tubercular constitutions. In leucopblegmatic children, occa- 
sionally — apart from the discharge of vaginitis — after the 
exanthemata, or associated with worms, and during dentition, 
we find a true leucorrhteal discharge. In young anremic 
or chlorotic girls, a vaginal examination is, as a rule, not 
necessary. Only when, from other symptoms, we are led to 
suspect some inflammatory condition, or a version or flexion, 
ia a digital examination called for. As a rule, in a married 
woman, it is the safest course to examine when we are told 
(unless she is pregnant) that she ' suffers from the whites.' 

Our treatment has to be determined by the general aspects 
of the case. The different modes of restoring the general 
health, by chalybeates, tonics, attention to diet, and exer- 
cise, already pointed out in the treatment of amenorrhtea, 
moat be resorted to. 

As to local measures, we may do much by the vaginal 
douche, astringent and alkaline injections, more especially 
those of alum, sulphate of zinc, aulpho-carbolate of zinc, borate 
of soda. In children we must pay attention to the general 
health, and give some alterative, as small doses of rhubarb 
and grey-jHjwder, or quinine and grey-powder ; the various 
chalybeates — a course of syrup of iodide of iron, or Parriah's 
food ; regulate the child's diet, and avoid all trash, such as 
sweets, cakes, fruit; let the child have proper baths, sea- 
bathing, and warm underclothing. 
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Simple uncomplicated leucorrhoea rarely produces irrita- 
tion of the vulva, or any pruritus or eczematous inflamma- 
tion, while we frequently find such conditions attendant 
upon vaginitis and discharges of a purulent or acrid nature, 
both from the uterus and vagina. (See 'Yaginitia') In 
children, however, scrupulous cleanliness should be enforced, 
and the vulvar orifice inspected regularly, lest there be any 
irritation consequent upon the discharge. 



CHAPTER IX. 

UTERINE DISPLACEMENTS — ANTEVERSION AND ANTE- 
FLEXION. 

Principal Predisposing Causes of Uterine Displace- 
ments. 

Greneral debility inducing relaxation of the uterine sup- 
ports. 

Pregnancy and labour — ^ruptured perinseum — ^laceration 
of cervix. 

Pelvic adhesions — peritonitis and cellulitis. 

Pelvic effusions. 

Vaginal prolapse. 

Violent muscular efforts. 

Congested states of the uterus. 

Distension of rectum or bladder. 

Fibroid tumours of uterus. 

Abdominal tumours — collections of fluid. 

Subinvolution — areolar hyperplasia. 

Imprudent habits of dress — tight-lacing — too tight binding 
after labour. 

Sedentary occupations. 

Important Displacements. 

Anteversion and anteflexion. 

Retroversion and retroflexion. 

Ftolapse. 

Ascent. 

Inversion. 
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Some Eesults, Direct and Indirect, i 

Versions and Flexions. 
Dyapareunia (Painful Coitus). 
Amenorrhcea. 
DyBmenorrhcea. 
Menorrhagia and Metrorrhagia. 
Uterine coogeption. 
Uterine hyperplasia. 
Uterine fibroids. 
Stenosis and sterility. 
Uterine prolapse and vaginal inversion. 
Vesical irritation — incontinence — retention. 
Rectal irritation— constipation — haamorrhoids. 
Perimetritis, 
Parametritis. 
Pelvic ha^matocele. 
Locomotor troubles. 
Sacral and lumbar pain — neuralgia. 
Various reflex pains. 
Abortion. 
Ovarian congestion— ovaritis^salpyngitis. 

Antevebsion. 
The uterus lies, in the normal condition, slightly ante- 
verted in the pelvic cavity (Fig. 2). At times, owing to 
pressure from above, or posteriorly, or from yielding of its 
supports, above, below, or at the side, or from contractions 
or adhesions which drag on it anteriorly, the fundus uteri is 
thrown further forwards in the pelvis; and ultimately it isso 
far displaced from its proper relation to the pelvic brim thai 
it rests against the bladder, while the os uteri is carried 
back towards the pouch of Douglas. As we would suspect, 
from the normal inclination of the uterus and the influences 
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which operate in producing the first exaggeration of it, we 
find this the most frequent of uterine displacements. So, 
where it is met with in its worst form, it is perhaps the 
most distressing to the patient, and the most difficult to 
relieve. 




Fig. 81, 

Any of the many afiections I have just grouped as con- 
sequences of displacements may result from extreme ante- 
version. Those that are found as the most frequent 
attendants sbre — amenorrhcea and dysmenorrhoea, uterine 
congestion, uterine fibroid, stenosis, sterility, vesical and 
rectal distress, uterine prolapse, locomotor symptoms, sacral 
and lumbar pains, ovarian congestion, and ovaritis. It is a 
safe maxim in gynecological practice to look outside the 
bladder itself for the cause in any case where there is 
difficulty before or during the act of micturition, or 
symptoms of retention of urine. We shall very frequently 
find it in an anteverted or retroverted uterus. In like 
maimer, when there is tenesmus, or a sense of pressure in 
the rectum and general rectal distress with the passage of 



ftecee wMch are ia form euggestive of strictare, we may d 
cover tbe cause in uterine displacement. 

Slalom. — If we Buspeot the malposition there is no dif- 
ficulty in quickly verifying our euepicions. We might, if 
careless, confound both anteversion and anteflexion with 
a fibroid of the uterus, or a vesical tumour ; but we are 
more likely to overlook the pathological condition at- 
tendant upon, and which hag frequently preceded, the 
version— as, for example, an intramural fibroid, subinvo- 
lution of the uterus, simple hypertrophy, an intra-uterine 
polypus, adbeaions, metritis, or perimetritis. While we 
may therefore prove satisfactorily that the uteraa is ante- 
verted or anteflexed, we must, by careful measurement with 
the sound, and searching digital and bimanual examinations 
in the manner previously described, exclude any possibility 
of such complications being present By digital examina- 
tion, the absence of the cervix from the fornix of the vagina, 
its position posteriorly in the sacra! hollow, and the detec- 
tion anteriorly of the hard fundus, less so in the dorsal decu- 
bitus, will show that the uterus is anteverted By abdomino- 
vaginal examination we can get the entire organ between 
our hands, and satisfy ourselves that this mass which is felt 
anteriorly is the fundus uteri. If there is still a. doubt or 
suspicion of other complications, it may be necessary to 
complete the diagnosis vnth the sound. I shall, for the last 
time, repeat here the obstetric axiom — Do not take tie 
uterine sound in hand in any case of suspected pr^nancy. 
Most necessary is it to recollect this rule in the case of an 
enlarged and anteverted uterus. Should the possibility of 
pregnancy be excluded, more especially if we desire to use 
the sound both for a diagnostic and therapeutic purpose; wfl 
may pass it. This, at times, is not so easy an operation. It 
may be difficult, even when the sound is well curved, to get 
the knob into the os uteri in extreme anteversion. Some i 
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^old flesion may impede its progress ; so may also a uterine 
growth. The important lesson we thus learn is, to use no 
force in the attempt By carrying the handle well back, 
or by giving the instrument variouB degrees of curvatnre, 
we will succeed by gentleness and not by force. 

Treaiment. — In making our diagnosis we determine the 
degree of mobility of the uterus, or the extent to which 
it is fixed in the pelvis, or bound down by adhesions. We 
can, with the fingers of the right hand carried deeply behind 
the pubes, press upwards and backwards the fundus, while, at 
the same time, we steady the cervix with a finger of the left 
hand in the vagina, and draw it forwards. Should the 
uterus be BO fixed that we cannot succeed in this manoauvre, 
the sound may be tried; but, unfortunately, if we fail by the 
digital method, it is seldom that we efi'ect much greater 
permanent improvement in position by the sound. Eecol- 
lecting the etiology of anteveraion, it is obvious that the 
mere reposition of the uterus is frequently the least part of 
the practitioner's duty. The general health of the woman 
must be carefully attended to, and her secretions regulated ; 
congested and hypertrophic conditions of the uterus, con- 
tractions of the cervical canal, any complicating tumour or 
efiiision, ought, as far as possible, to be rectified, and any 
abdominal pressure relieved. In the meantime, we en- 
deavour to raise the fundus uteri, and retain it in position 
by a pessary. 

It must be clearly understood that these remarks refer to 
greater degrees of this form of uterine displacement. I 
quite agree with the opinions expressed by Dr. Matthews 
Duncan in his lecture on 'Minor Displacements' (see 
' Diseases of Women,' p. 353), especially where he says, that 
were some modern doctrines well-founded, ' life for women 
would not be worth the having, for the position of no womb 
satisfies those who entertain them, and treatment has as 
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its ordinary consequence failure and disappointment, and 
aometimea grave disaster.' It is almost too ridiculous to 
see the array of pessaries, the fruit of not over-much 
mechanical ingenuity, now figured in every instrument- 
maker's catalogue. Truly, in obstetric art, this is 'the 
pessary age.' When everyday experience teaches us that 
any and every kind of pessary, in a very large percentage 
of cases, falls to give relief, and often only creates distress; 
when the truth of Dr, Matthews Duncan's statement cannot 
be controverted, that ' thousands of blooming, happy, fertile 
women have displacements;' when v?b consider that we are 
frequently creating an unhealthy state rather than relieving 
it — we will hesitate before we talk to women of the womb 
being ' displaced,' and still more ao before we place in the 
vagina a pessary of any bind. It is deplorable the extent 
to which the charlatanism of pessary- adjusters has degraded 
practice, and opened the door for every form of inventive 
humbug. I have on several occasions taken out a pessary 
without the patient's being made aware that I have done so, 
and until her next visit she was none the wiser of iu 
removal. 

I take the liberty here of quoting Dr. Duncan's advice : 
'Think twice before beginning the often baneful practice 
of using any instrument, teaching a woman to depend on 
what, if not positively useful, is positively injurious, though 
perhaps not much. Many a woman has suffered from, and 
many a woman has died of, a pessary ; but most pessa- 
ries, «s I find them, are nearlyinnocuous for evil orfor good." 
Writing as far back as 1676, Dr, Gaillard Thomas, referring 
to the general use of pessaries, says, ' Were I asked at the 
present moment whether I believed that in the aggregate 
they accomplished more good or evil, I should be fo^^ed to 
give a doubtful reply.' He goes on to attribute the injurious 
consequences, not so much to the instruments themselves as 
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latode of application. The septeonial interval since 
we was written has Dot lesaened the mischief. 
I coDfesB to having always felt a feeling closely akin to 
shames, when, in lecturing on displacements, I came to exhibit 
to my class, and teach to students, the uses of the hetero- 
geneous array of pessaries collected for demonstration. The 
student has an idea that it is as necessary for him to 
remember the name of the inventor and the mode of applica- 
tion of every pessary figured in some instrument-maker's 
catalogue, aa it is to master the most important fact in the 
pathology of displacements ; and from the ' examination ' 
point of view he ia not far wrong. Many even of those still 
sold are useful for no purpose that I know of, save to be 
handed down through some mnseum to posterity as interest- 
ing relics of this pessaryperiod. Having thus briefly expressed 
my belief that the rash or indiscriminate use of pessaries is 
to be strongly condemned, I desire, on the other hand, not to 
be understood as undervaluing the assistance in treatment 
we obtain through the well-adjusted pessary. In all forms 
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IPlQ, 82,— Open Hodge. Fia. 83. —Vulcanite Hodge. 

of displacement where its employment is clearly indicated it 
generally gives material relief. I know few steps in surgery 
attended with such obvious and immediate benefit and com- 
fort to a patient, as the restoration of a retroverted uterus to 
ita normal position, and its support and retention by a well- 
fitting Hodge's lever (Figs, 82-86), In the same manner, in 
varying degrees of deacent of the utenia, which more or less 
accompany all versions and flexions, with an extemporized 
10 
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Hodge suited to the case, or one of Dr. GreeDhalgh'a modifica- 
tions (Fig. 86), we immediately secure tliat sense of aupport, 
and prevent the bearing-down feeling and associated piun 



<^ 




Pio. 84.— Hodge'fl Rubber Pessary. Fig, 65,— Metal (Smith- Hodge j. 
which are so distressing. Treatment can be continued while 
the pessary is worn ; and by local means and general treat- 
ment the uterus and its supports can be bo restored to a 
healthy state as to do away with the necessity for 



» do away with the necessity for ao^^ 

(ZZD 1 



— Greenhalgli'a modification, 
mechanical appliance. In graver degrees 
proper mechanical support is, as a rule, i 
part of the treatment, and often the only paxt from whicli 
the patient will derive any benefit. Space would not permit 
me to refer specially to many of the different kinds of 
pessary with which gynecologists are familiar; many of 
which have been ' tried and found wanting ' in practice. I 
shall, therefore, only refer to some of the most generally 
useful and beat known pessaries now used for treating the 
different forms of displacements. 

There are some safe rules to observe in regard to the use 
of pessaries in general practice : 

1. Always make a careful digital exploration (the rectum 
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and bladder Iwing empty), of the vagina and uterus before 
application. 

2. In anteversion and anteflexion, if there be uterine con- 
geation, sensitiveness, stenosis, or enlargement, avoid the 
continuous use of a pessary until these conditions be 
removed j trust meantime to dilatation of the cervical canal, 
periodical reposition with the sound, and dorsal decubitus, 
with general treatment. 

3. Do not introduce a pessary untO thoroughly satisfied 
of the reposition of the uterus. 

4. Whenever possible, mould and fashion, from a celluloid 
or vulcanite ring, pliable metal, or the soft rubber and wire 
Hodge, the pessary you require, and regulate its size aad 
shape, or lever-power, according to the degree of version or 
flexion, the tightness of the vaginal roof, the capacity and 
mnscular tone of the vagina. 

5. Always teach the patient how to remove a pessary, if 
there la any pain or discomfort from its use. In many in- 
stances it is equally easy to teach her how to reinsert it ; 
bnt, as a rule, this should be done by the practitioner. 

6. Let the patient be seen rather frequently at first, so as 
to ensure comfort in the use of the appliance, to detect any 
accidental displacement, and to watch for any vaginal irrita- 

; all patients wearing pessaries should be kept under 

[iservation, periodical cleansing of the vagina withCondy's 

^ution prescribed, and strict attention paid to the bladder 

i rectum. (It is well, in anteversion, to encourage the 

lent to ret^n the urine.) Always, when possible, con- 

: select a pessary that does not interfere with 

coitus. 

I do not believe that any verbal description can teach the 
proper selection or the connect adjustment of a pessary. This 
must be learned in the hospital ward, or in private practice ; 
best of all in the extern obstetric department of a hospital. 
10—3 



In anteversioa our object is to raise the fimdiia, and place 
such a support anteriorly as will prevent it relapsing into its 
old position. In many cases of anteversion sufficient support 
for the uterus can be obtained from a Hodge, moulded to suit 
the case. The celluloid rings made by Messrs. Maw, of dif- 
ferent sizes, can be readily convertedjby dipping them in hot 
water, into any variety of lever support. We can rapidly shape 
a Hodge, with the arms of the lever of any length or shape 
we wish. With these rings, or with the rubber rings, we are 
enabled to adapt, for the case before us at the time, a pessary 
of any size or shape we think appbcable to it Dr. Galabin's 
pessary is a useful one, It is made of vulcanite (Fig. 87.) The 

9d> I 

Fio. 87. — Goiabin'a Peaaory. 
anterior limb of Hodge ' is replaced by a broad arch directed 
upwards, and nearly square at its summit.' ' In introducing 
the instrument, it is at first passed entirely within the vulva, 
with the upper limb in front of the cervix ; the index-finger 
is then passed through it, and hooks the upper limb back 
over the cervix and into the posterior cul de sac It is well 
adapted for married women, and does not interfere wilh 
coitus.' 

Figs. 88, 89 show Dr. Grailly Hewitt's cradle-pessary, and 
its relation to the uterus when applied. We introduce it by 
pushing in the large ring of the pessary through the vnlva, 
pressing it steadily in an oblique manner upwards and back- 
wards ; the summit of the instrument is then carried intn 
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L position in front of the uterus, its lower end being puahed 
I gently upwards. 

Fig, 90 shows the rubber pessary of Blackbee, which 




. 88.— Hewitt'a Pessary. Fig. 89.— Hewitt's Cradle applied 

I will be found easy of application and a useful pessary. It 
■ can be adapted both for anteversion and retroversion, 

Thomas's anteversion peasaiy, with a movable lever, may 



a 



Fig. 80.— BlftcItbee'H Pesaarj, 

) had in vulcanite, or the elastic modification of it in 
fubber. I prefer it made of the latter material. 

I^. 91 shows the pessary opea To introduce it the ends 
are bionght together, and the pessary, thus closed, is carried 
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under the cervix, which falls behind tho anterior moTable 
bow, while, the fundus falls upon it and the posterior bow 
lies behind the cervix. When the patient desires to remove 
the pessary, which she should be carefully taught to do, the 




FlQ, ei.— Tbomaa's Movable Levee. 
index-finger is hooked into the lower end, and -when trac- 
tion is made, the bow falling back of itself, the appli 
be readily withdrawn. The improved anteversion peat 



I 




Fig, 92.— Thomas's Antererati 



of Dr. Gaillard Thomas is shown in tho figure (Thomas) as it 
lies in the vagina apphed, I have given complete relief in 
some cases, after reposition, by adopting a Fowler's pessary 
of the proper size. Though this pessary is more applicable 
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I in retTovereioD, still it will be found, in both forms of dis- 
Lj^lacement, a safe, easily applied, and aseful pessary by the 
ineral practitioner (Fig. 93). 

Tig. B3.— Fowkc'a Peaa»ry. 

When the pessary ia in position, the neck of the uterus 

esents at the lower circular aperture, and the curved an- 




.itter's Loop Pessary applied. 

irior portion, with the small opening for the finger to facili- 
hite introduction and removal, lies in front of the uterus. 

The loop and bulb pessaries of Cutter can be applied 
both for anteversion and retroversion (Fig. 94). 
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The plan of alt these external supporte ia the same. 
The lower portion of the pessary arches over the coccyx, 
and has attached to it an elastic cord connected with a 
waist-band. The stem may curve over the sympbysia in a 
case of anteversioD. The bulbs and bars of Cutter's pessary 
have been modified by Thomas. The bar may be made of 
rubber, and can be inflated (Fig. i 




Anteflexion. 
This moat troublesome and frequent displacement in- 
volves considerations altogether distinct from antever 
sion. Anteflexion of the uterus may be either ecut 
genital or acquired. The body of the uterus ia bent Jiff- 
wards over the cervix, and the axis of the cavity of tl« 
fundus uteri no longer forma a continuous and eligbtlf 
curved canal with that of the cervix, but ia placed at u 
angle, varying in degree according to the extent of Hw 
flexion. Or the cervix may be flexed forwards at Tarioni 
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BingleB (Gaillard Thomas), while the cavity of the fundus 
^ retains its normal axia ; or the flexion fonvards may occur 
both in the body and neck of the uterus, an extreme degree 
of angular constriction at the isthmus uteri resulting. 

As Goodell rightly remarks, the lesions anteversion and 
anteflexion blend into one another. There frequently has 
been a state of anteversion prior to the flexion. In primary 
anteftesioa this displacement may not give much trouble 
until after marriage, when the increased stimulus to men- 
struation excites a more profuse menstrual discharge, and 
tte obstruction to its flow caused by the flexion produces 



FlQ. 97.— Aiite9exion of Uterus (Schroeder). 
^menorrhcea. On the other hand, it may he accidentally 
Bcovered, and should always be remembered as a likely 
?ere dysmenorrhcea occurring with the earlier 
Stiods in very young girls. 

^Dr, Gaillard Thomas describes cervical and cervico-corpo- 
i real flexions as those most frequently met with in nulliparous 
women, while the eorporeal displacement is that seen in 
multipara. My experience would lead mo to say that in 
practice we meet much more frequently with tie corporeal 
tlian the cervical flexion. It is in cases of primary or con- 



genital anteflexion that we frequently find other abnormal 
uterine developments — short or conical cervix, short Miterior 
lip, small uterine opening. 

C'aiisalion. — An acquired anteflexion may be induced and 
promoted by almost any of the influences mentioned as 
tending to produce anteversion. I have already referred to 
the importance of a free circulation at the 'axis of suspen- 
sion ' {Barnes) of the uterus. Any obstruction here must 
lead to venous congestion, congestion to interstitial effusions, 
' hypergenesis of tissue' (Thomas), and hypertrophy, and as 
a result, either morbid growths or secondary contractions 
are formed. In no situation should we more naturally expect 
these to occur than in the anterior wall of the uterine 
fundus. Increase of size demands larger arterial blood- 
supply, and, consequently, we have, not alone greater 
habitual venous congestion, but the periodical detormination 
of blood at the menstrual period adds to the general uterine 
derangement, and any further obstruction at this time to the 
free flow of blood still further increases the evil. The cycle 
of changes may commence either in morbid processes pro- 
moting congestion and weight in the uterine wall, or in an 
interruption to the circulation at the ' axis of BUspension,' 
with consequent alteration of tissue at this part, and these 
conditions may be both secondary to pathological extn- 
uterine states, such as tumours, adhesions, inflammatory 
eS'usions, a retro-hicmatocele, or pressure from the rectum 
posteriorly, or from the abdominal viscera above. Or the 
initiatory mischief may be traced to the ovary — ovarian, 
with consequent uterine congestion, inflammatory effusion 
in tliB broad ligaments, adhesions of the Fallopian tubes, 
occasional perimetritic attacks, with a consequent dra^^ 
on both the vagina and uteins. 

Si/viploms. — The symptoms depend to a great extent on 
the degree of flexion, the size of the body of the uterus, the 
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aGcocopanjiDg stenosis, the pressure on the bladder; or such 
complications as metritis, endometritis, and perimetritis. 
Sterility being a. common consequence of anteflexion, it 
is frequently present, with many of its attendant ills. 
Here, in addition to the dysmenorrhcea, there is occaaionally 
dyepareunia, an irritable and sensitive vulvar orifice and 
vagina, a sensitive and congested cervix, with pain on 
pressure in the posterior fornix of the vagina, caused by the 
swollen and sensitive ovary. The pressure on the bladder 
brings frequent desire to pass water, with difficulty of reten- 
tion; there is constantly a. sense of weight and pain when 
the patient stands or walks for any time, and neuralgic pains 
occur in various parts. 

ZHagitosis. — This, as a rule, with the exercise of any care, 
is not difficult. A digital examination detects the solid 
body of the uterus lying anteriorly, and the angle of flexion 
marked by the presence of a sulcus, beneath which the cervix 
lies in the axis of the vagina, if it ia not drawn out of 
position by any adhesions or cicatricial contractions. Care 
must be exercised, if the flexed cervix is drawn anteriorly, 
not to mistake the displacement for a partial retroversion 
or retroflexion. The uterus, occasionally in anteQexion, lies 
low in the vagina; the process of descent proceeding at the 
same time as the forward displacement. 

Having BO far detected the anteflexion, it is well to make 
a careful examination of the vaginal roof, search the ante- 
rior and posterior fornix for any contracting bands, or any 
perimetric effusions, while we ascertain with the finger the 
degree of mobility of the uterus. Still retaining the finger 
ia the vagina, we make a careful abdomino-vagiual examina- 
tion, determining the size and mobility of the fundus uteri. 
If doubt still exists as to whether the tumour is an iotra- 
^tattral fibroid, or some efiiision which has formed in front 
Bf the nteruB, we must complete the examination with the 



uterine sound. This we may find some difficulty in passing; 
the sound may have to be withdrawn, and a new curve 
given it according to the degree of flexion, before we can 
succeed. When we have introduced it, we can satisfy our- 
Bplves of the exact shape, direction, sensitiveneBs, and degree 
of mobility of the uterus ; judge of the epace between the 
finger and the sound, feeling the instrument through the 
uterine wall; at the same time we determine the length of 
the uterine cavity ; with the hand placed on the abdomen, 
we may also ascertain the degree of mobility of the suspected 
mass. The sensation transmitted to the hand of proximi^ 
of the sound in utero, is quite different from any sensation 
imparted by the movement of a fibroid growth. Should we 
experience a difficulty in passing the sound, in a case of 
anteflexion, we may assist the introduction of it by pressing 
up the fundus with a finger in the vagina, the handle being 
carried well back to the perinseum. If we succeed, the 
sound is brought steadOy, but not forcibly or too suddenly, 
forwards, and the fundus is raised. By such an examination 
as this, it is hardly conceivable that we can mistake tli6 
case of anteflexion for one of fibroid, or vice versd, and 
overlook effusions, or any old adhesions, a vesical tumour 
or calculus. 

TreatToent. — Much of the difficulty experienced in piactJM 
in the treatment of anteflexed conditions of the uterns is 
due to the fact that the course pursued with enconragtng , 
success with one case completely fails with another, 
occur in which we would expect troublesome symptt 
arise from the displacement, and yet there are none t 
can reasonably attribute to itk It is better, unless fi 
to treat the accompanying sterility in a married wo 
not to inteifere in such. 

In fact, our conduct of the case, by local interference, m 
depend on — 
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(a) The discomfort caused by the flexion ; 

(b) The extent to which the uterua will support local 
measures, aa the mtroductioQ of the Bound, occasional 
reposition, the use of a stem ; 

(c) The presence of complications, as parametritisj peri- 
metritis, endometritis, uterine fibroids, adhesions, 

I Every case of anteflexion must be treated on its individual 
nerits. When we find that local manipulation is ill borne, 
that any inflammatory conditions co-exist, that after reason- 
able and judicious efforts to restore the uterus to its proper 
position we fail, it is better not to push our efforts to the 
borderland of rashness, but simply, by careful attention to 
the bowels, by encouraging retention of urine and rest in 
the dorsal decubitus, the application of the most comfort- 
able vaginal support, and periodical reposition by the finger, 
to make the patient's life as comfortable as it is possible. 
Otherwke the two indications for treatment are clear — 1st. 
To restore the uterus to its normal shape and position; 
2nd. To retain it by mechanical means in its proper place, 
while we correct the flexion and establish the patency of the 
uterine canal. The first indication is effected by the uterine 
sound, aided by the finger in the manner already described ; 
the second object we endeavour to accomplish by a suitable 
pessary, and, if necessary, the use of an intra-uterine stem to 
straighten the canal. The general principle of relieving 
local congestion, and treating any inflammatory conditions 
of the endometrium, or the uterine appendages, before we 
trust to a mechanical support, is to be observed in the case 
of anteflexion. Proper dilatation of the canal with bougies, 
incisions of the cervix, occasional depletion, the ordinary 
applications to the cavity of the uterus after dilatation, care- 
fnJ attention to the secretions, are steps that must frec[uent!y 
be taken, independently of the application of any pessary. 
In short, when the caae of anteflexion presents itself, our 
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first duty will be to subdne any local inflamm&tory state ; 
our next, to endeavour to replace the uterus and apply a 
pessary ; then, if there be a tendency to stenosis (with dye- 
menorrhraa and sterility), to use dilators and dilate the canal, 
commencing with a Hmall bougie, and gradually increasing. 
It is well to take the curve of the canal on the first occasion, 
and preserve an outline of this for future guidance in shaping 
the bougie ; meantime we should, when it can safely be 
done, at periodical intervals of some days, gently retrovert 
the uterus with the sound, replacing the pessary while the 
uterus is thus retroverted. Bat the step that in these cases 
gives frequently the most relief is section of the cervix uteri, 





and more especially the posterior incision advised b; 
Marian Sims. 

For practitioners not accustomed to much uterine sur- 
gery, incision of the posterior uterine wall is the safest and 
simplest step, and Kuchenmeister's scissors is perhaps the 
most convenient instrument to use. If the incision is made 
* See page 80. 



with it, the probe point of the eciasors should be introduced 
for about three-quarters of an inch, and the cervix divided 
not quite up to the vaginal reflection. 

If we incise the cervix and os internum with Sims' knife, 
wliich is the best instrument we can use, the operator having 
it directly under his control, we proceed as follows ; 

The patient is placed in Sims' position, and the cervix 
brought well in view and held securely by a tenaculum. 
The blade of Kuchenmeister's scissors is next introduced 
(the canal of the cervix may, if necessary, be dilated previ- 
ously), and the posterior cer\'ical wall is partially divided, as 
has been just described ; Sims' knife is now taken and intro- 
duced through the internal os, and the posterior cervical 
wall is laid open. If any shoulder exists on the anterior 
wall (Emmet), the knife should be directed to this, and it 
should bo incised. Every precaution, already insisted on 
when referring to division of the cervix for malforma- 
tions and stenosis, has to be taken. There is a certain 
percentage of risk in all such operations. Were all the un- 
toward results published, we should not have ' cutting the 
cervix ' spoken of so lightly and flippantly as it frequently 
is. To prove the necessity for taking proper antiseptic pre- 
cautjons, both before, during, and after such operations, I 
may briefly refer to the following case. 

A few years since a patient was admitted under my care 
into the Women and Children's Hospital in Cork ; she was 
suffering from sterility, dysmenorrhoiia, and anteflexion. I 
determined to perform Sima' operation, which, after due 
preparation, I did. She recovered without an untoward 
symptom, and was brought into the hospital surgery for 
subsequent dressings, as I was keeping the incision open 
preparatory to the use of a glass stem. She had arranged 
the day for her departure from hospital Suddenly, on the 
twelfth day after the operation, pain and vomiting set in. 
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apparent]}- without any cfiUBe. I was sent for. She com- 
plained of slight sore throat, great uterine pain, and there 
was general distress. A servant was taken suddenly ill in 
the hospital on the same day, and two chOdren were removed 
to an isolated room for a suspicious eruption that suddenly 
appeared. These children and the servant developed scar- 
latina, and had to be removed. The origin of the attack 
was afterwards clearly traced to friends who had come from 
a house in wliich tliere was scarlatina, and who were Tint- 
ing in the hospital. My patient suffered from all the sym- 
ptoms of puerperal peritonitis, with septicsemia, and ulti- 
mately died. The case teaches its own lessons. The smallest 
detail in the after-treatment should not be neglected, and 
the patient must be protected from any accidental contact 
with septicemic influences. 

Pessaries. — Any of those used for anteversion may be 
used to retain the uterus in position in anteflexion. It will 
be found most convenient in practice to acquire the habitof 
moulding the pessary we require from difi'erent- sized celln- 
loid rings ; from these we can construct a cradle, amodifiwl 
Gehrang's, or any desired shape of Hodge's pessary. Dr. 
Gehrung, of St, Louis, has devised a special pessary, which 
will be found useful in both anteversion and anteflexion. 
Dr. Goodell speaks most favourably of it. I bate the follow- 
ing description from his ' Lessons ;' it is quoted from Dr. 
Gehrung : 

'Place the pessary on a, table, the superior convex arcliS 
below, the inferior concave I above, the curves K and L 
pointing toward you. Then take hold of the curve L, no* 
pointing to your right, with the right hand, and insert curve 
E into the vagina to the right of the patient, until three- 
fourths of the instrument are buried within. Now make it 
turn on point R as on a pivot, by pushing up curve L towarda 
the fourchette and the left side of the patient ; eo that, »t 
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e same time titat curve L slips into the vagina, the archS 
1 torn upward under the body of the womb, and the 




Fro. 100.— Gehrung's Peaaary (Goodell). 
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fail to do BO, use the pessary as a repositor by pressing % 
arch I upwards.' 

Figs. 101, 102 show Kurd's pessary, applied both in retro- 
flexion and anteflexion, with its central opening to receive 
the cervix uteri. ' It passes as readily,' says Thomas, 
'into the vagina, when greased, as the cylindrical speculum 
does, and the cervix slipping into its canal, is held as if 
in splints, and thus bent backwards. There is no pes- 
sary with which I am acquainted that answers this func- 
tion so well. It answers excellently in all cases save those 
which belong to a most incurable class of anteflexions, 
namely, those where the vagina joins the cervix veri/ near ihe os 
externum. In these the cervix cannot project into the canal, 
and hence the splintrlike action of the instrument is not 
developed.' A Hurd'a pessary of such a size shotild^^| 
chosen as will not incommode the cervix. ^^| 

Inira-ulerine Stems. — I have said little of intra-nteq^l 
stems in the treatment of anteflexion, for two sufficiently < 
good reasons— 1st The cases are rare in which, with judi- 
cious management, they are required, and when the flexion 
is such that a stem is indicated, it will be found in practice 
that the chances arc about equal between success and 
failure from its use. 2nd. The risks incurred during 
the time a stem is worn, and the constant supervisiou re- 
quired from the medical attendant, added to the careless- 
ness of patients, which caonot often be prevented, render , 
the employment of an intra-uteriue stem p 
hazardous in busy general practice. One may be 
for a few days periodically while the patient is kept in b< 
or lying down ; but even when used thus it should be i 
moved on the slightest sign of irritation. Though I h: 
frequently employed iiitra-uterine stems in myovra practic 
without any bad result, and often with marked benel^ 
still I have always had a feeling of uneasiness during 6 
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time the stem was in Ike utei-us, and have ever accompaj: 
its application with the strictest in junctions to the patient 
regarding rest and medical superviaion. The precautions to 
be adopted when we determine to use an intra-uteriae stem 
in anteflexion, are these — (<() Never place a stem in the 
utenis immediately before a menstrual period, and when 
one is worn, remove it on the approach of a period, 
(i) Always teach the patient how to remove the instrument 
by means of a string attached to the lower end of the 
stem, and direct her to Jo so on the least indication of 
uneasiness, the occurrence of pain, any chilliness, or feelii 



^1 



of general malaise, (c) Never place a stem in the uterus 
if there are signs of past or present perimetritis or para- 
metritis, or during any inflammatory state of the eudom^ 
trium. (d) When possible use a smooth, straight, or ej 
curved stem, such as the glass stem of Sims, the galvi 
stem, or the vulcanite stem of GreenhaJgh. (e) 1 
use an intra-uteriue stem with external perinaeal strap d 
BQpport. (/.) The stem should not reach the fundus I 
the uterus. 
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A diverging stem such as that of Dr. Bantock, which 
is gilt, can be introduced closed, as shown in the figure. 
(Fig. 105.) Or the cup and stem pessary of Thomas may be 
used. The vulcanite stem is supported in a cup fixed between 
the limbs of an anteflexion pessary. (Fig. 106.) Dr. Graily 
Hewitt's useful stem pessary for anteflexion is a combination 
of a Hodge's pessary with stem (Fig. 108). Dr. Wynn 
Williams has contrived a stem pessary which is as simple 
and safe as any other. The stem is supported on a modified 
Hodge, which is covered with a diaphragm of perforated 
indiarubber, in the centre of which is a cup to receive the 
bulb of the stem. (Fig. 103). The stem is first introduced 
on a tent-introducer, and the Hodge is then guided to its 
position over the handle of the introducer, the bulb being 
received into the cup. Fig. 107 represents Peaslee's vul- 
canite pessary. It has not such a tendency to slip out of the 
uterus as the smooth kind, and it can be applied with any 
modification of Hodge's or Smith's pessary. 




By retroversion we understand a displac 
fundus uteri backwards, so that it lies towards, or on, the 
reetum, while the cervix uteri is directed forwards towards 
the pubis, Tliis inclination occurs in varying degrees, from 
a, slight backward version to an extreme displacement, in 
which tlie os uteri is thrown upwards and forwards, and 
the body of the womb downwards and backwards. I am 
not here referring to the retroversion of pregnancy. 

Causation. — Everything that tends to relax the uterine 
supports, to increase the size and weight of the uterus, to 
weaken the uterine wall, to soften and congest the tissues, 
to diminish the natural pelvic support of the uterus in- 
feriorly and posteriorly, or to drag the uterus backwards 
by adhesion or contraction, contributes to the production of 
retroversion. We thus find it frequently associated with 
pregnancy, laceration of the cervix, subinvolution, uterinfl 
fibroids, metritis and endometritis, rectocele, atonic or pro- 
lapsed vaginal wall, ruptured perinieum, adhesions, aedsn- 
tary and standing occupations, neglect of the bladder. Ke- 
troversion is met with far more frequently in married 
women, and those who have borne children, than in the 
nulliparouB. This we might anticipate from the occurrence 
of subinvolution and chronic hyperplasia, and laceration 
of the cervix and perinKum, as frequent consequences of 
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■labour. In fcomen who have had several pregnancies, and 
' after severe labour, we find these results complicated by 
atonic and relaxed, if not prolapsing, vaginal walls. This 
likewise predisposes to retroversion. In these days of 
tight-lacing and contracted waists, when a fashionable 
woman's estimate of an accoucheur's skill is measured by 
the tightness of a binder, and the narrowness of her waist 
t after labour, retroversion is occasionally encouraged, if not 
Minced, by unnecessarily tight si^ueezing and binding. 




I Sympiojns. — These are the general symptoms of retrover- 
ion, pelvic discomfort, rectal and bladder pressure, distress 
in standing or walking, pain in the back and during defeca- 
tion ; but the gravity of the symptoms arising from retro- 
version or retroflexion has no definite relationship to the 
extent or severity of the displacement. We find the 
symptoms aggravated in mild cases, and at times, almost 
absent in those in which we would expect to find consider- 
able distress. Should an acute retroversion occur, which is 
rare, then the symptoms are generally very severe : — great 
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pain, tendency to collapse, inability to stand, are amongst 
the most prominent. When retroversion has exiated for 
some time, symptoms arise which are the secondary conse- 
ijuences of the pathological changes induced by the version, 
and by the continued pressure on the rectum and bladder : 
dysmenorrhcea, menorrhagia, sterility, cystitis, and rectitis. 
Should conception occur when the womb is retrovarted, or 
should it he displaced during the early weeks of pregnancy, 
it ia not unusual for abortion to happen from the third to 
the fourth month, when the uterus enlarges, and the irrita- 
tion and distress increase. 

Biagnosis. — By a digital examination we may detect the 
cervix uteri directed towards the symphysis pubis, and the 
round mass of the fundus resting ou the rectum. These 
signs at once indicate retroversion. The extent of the fundal 
tumour, felt posteriorly, affords a rough measure of the 
degree of displacement. The combined method of examina- 
tion, and the use of the uterine sound, will clear np any 
doubt. Before we pa-ss the sound, we must remember that 
pregnancy and retroversion are not uncommonly coexistent. 
We must not rashly take up the uterine sound until we can 
satisfy ourselves that the woman is not pregnant. We have 
to beware of the error of mistaking a fibroid tumour in the 
posterior wall of the uterus, a. htematocele, an effusion (either 
cellular or peritoneal), for the retroverted or retroflexed 
uterus. The history of the case, the conjoined examination, 
the uterine sound, and reposition of the uterus, should p^^ 
v-ent this error. Yet I have known scybalse in the rectum 
and cellulitis more than once mistaken for retroversion. 

Treatmenl. — Our first duty is to replace the uterus. Id 
all first efforts to effect reposition, it is best, whether in » 
couch or in bed, to place the patient in the semi-prone 
position. If there is still difficulty, let the woman be pnt 
in the knee-pectoial position, her chest being brought well 
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[ down on the couch, and advantage taken, at the moment of 
repoaitioD, of a strong expiratory effort on the part of the 
patient. In some cases, counter-press ore mnj bo made in 
the dorsal position, between the hand placed on the 
abdomen, which presses down the cervix, and the fingers 
of the other hand, in the vagina, which elevate the fundus. 
In all these manipulations the bladder and rectum should be 
empty. At times we find the retroverted nterus congested, 
tender, and sensitive, In such a case jt may he well to 
combine periodical reposition by the fingers with occasional 
depletion, the use of the hot douche, and the introduction 
of a glycerine plug at night, before we permanently re- 
place the uterus and apply a pessary. But this necessity is 
rare, and the safe rule is, ' when it is practicable to do so 
without much force, restore the uterus to its normal position, 
either by the fingers or the uterine sound, and apply a lever- 
pessary adapted to the size of the vagina and the cervical 
» development of the uterus.' 
The best repositor is the finger, and if it fail, the nterinc 
«ound. Both Sims's and Eantock's repositors (Figs. 114, 115) 
are ingenious instruments — especially the latter; but the 
sound is the safest, most effectual, and simplest instrument 
for practitioners. To replace the uterus, we place the patient 
in the semi-prone position, and carry the index and middle 
fingers of the left hand into the vagina, and resting these 
against the nterus, we press the fundus steadily forwards. 
Should this not rectify the displacement, we may rest the 
index-finger of the right hand against the cervix anterioriy, 
and press it backwards towards the sacrum. We will often 
succeed by alternating these efforts. The plan strongly re- 
commended by Dr. Thomas is as follows : ' The operator then 
E'"'-ricating the middle and index fingers of the right hand, 
:oduceB them to the fundus, he standing at the patient's 
k and facing her head, the palmar surface of the fingers 
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being directed to the rectum. Tlie body of the uterus is lifted 
upon the inner eurfaco of the fiugers until it becomes erect, 
then their dorsal enrfaces, trhich will readily be the backs of 




Fie. 111.— Bantock's RepoBitor. Fia. 112. — Sima' Repootor, | 
the uailfl, are made to push therefrom over into the n 
position.' We will readily succeed in reducing, by th« 
fingers, a retroverted uterus when the woman ia placed in 
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the knee-and-elbow position. This latter postural plan 
should always be tried before we uee any force with a 
repositor. 

We can exert greater power with the fingera introduced 
into the lectum, directing the pressure against the fundus, 
while the woman ia in the knee-and-elbow posture, I have 
never seen any harm accrue from judicious attempts to re- 
place the uterus with the sound. This outline diagram 
(Fig. 116), modified from the excellent work of Drs. Hart 
and Barbour, shows the method of rotating the sound, and 
the sweep given to the handle during reposition. 

Having introduced the sound, the roughened face of the 
handle being directed backwards, the operator takes it 
lightly in the left hand, and carries it, with a gentle sweep, 
upwards and forwards and to the right, while the handle is 
made to describe a semicircle, and the intra-uterine por- 
tion of the sound is thus gently rotated on its axis, and 
finally the handle is carried well back to the perioffiuni. 
That the uterus may, through the presence of adhesions, 
resist all attempts at reposition, is not to be forgotten. To 
an experienced hand, the degree of resistance, both to finger 
and sound, indicative of such an impediment, is readily dis- 
cernible ; but this is not so in the case of an inexperienced 
band, and therefore all the more care must be exercised by 
beginners in using the sound for the purpose of replace- 
ment. 

When the os uteri is directed very far forwards we may 
not be able to introduce the sound in this manner. The 
handle may have to be directed well forwards under the 
pubes, and, when introduced, the fundus must be first par- 
tially raised by pressing on the centre of the sound with 
the finger of the right hand, before the rotatory sweep is 
made with the left. The sound is not to be introduced, 
and simply rotated on its axis. 
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Should a Hexion complicate the displacement, the souod 
must lie introduced curved according to the degree of 
flexion. We may not be able to straighten the uterus. The 
same caution must be exorcised, and the same means adopted, 




as in the case of anteflexion. Any previous inflammatory 
condition has to be controlled. The uterus may be partiall)' 
straightened by the uterine sound, and still more so by 
conjoined recto-vaginal manipulation — the index finger of 
the right hand in the vagina pressing downwards and ba<i- 



rards the cervix, while the index finger of the left Id the 
rectum presses steadily upwards and forwards the fundus. 
The manoeuvre may be effected both in the dorsal and the 
knee-elbow position. (See 'Retroflexion.') 

When we have succeeded in replacing the womb, our next 
object is to retain it in its normal position. For this purpose 
we select a pessary. In those eases in which there is tender- 
s and sensitiveness, it is well to prepare the patient by 
9 application, three times in the week, of an antiseptic 
mpoii of salicylic acid wool soaked in glycerine, which ia 
ressed up into the posterior fornix of the vagina, so as to 
niusb forwards the fundus ; while by a second tampon, ap- 
plied below and in front of the cervix, this latter is pushed 
[back ; the superior plug is thus assisted in its action on the 
nFondus, Both plugs are finally retained in position by a 
R-Xoll of antiseptic wool, which ia passed into the vagina. 
For the same object Thomas advises the use of a sponge- 
pessary. The sponge is attached to the stem of a Cutter's 
pessary, and it is pushed well up into the posterior vaginal 
cul-de-aac. Sponge, however, is always an objectionable 
substance to leave in the vagina, and its employment can 
seldom be necessitated in practice. If a case of retroversion 
resists the application of a pessary, the one lesson every 
prudent practitioner has to leam is patience. By the daily 
practice of the abdominal decubitis, local measures directed 
to reduce congestioa or inflammation, habitual reposition, 
d the education of the vagina and uterus to the presence 
a well-fitting pessary, we will ultimately conquer. As 
Giullard Thomas well remarks ; ' Some of the most 
ing results in gynecology will be found to arise from 
ions, patient, and philosophical treatment of these 

e can be no doubt that the pessary, the principle of 
s capable of adaptation to most cases of retroversion, 
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let the particulnr form or modification of the appliance be 
what it may, is Hodge's lever-peasary, I wish to quote here 
Dr. Goodell's remarks in describing the lever action of this 
aupport : 

' As its name indicates, this pessary acts on the principl 




Fig. lU.— Thomas's modifiei! Smith-Hodgc 
of a lever; but the mechanism of its action is twofold. 
stretching the vagina upward and hackward, it draws t! 
cervix in the same direction. The womb then turns on fl 




Fio. 115.— Smith-Hodge PesSBty in pogition (utter Goodell}. 
central point of ligamentous attachment as on a fixed pivot, 
and the fundus is consequently tilted forwards. The womb 
itself thus becomes a, lever, of which its point of attachment 
to the bladder is the fulcrum. The power is applied to the 
cervix, and the fundus becomes the weight, or resistance. 



liis action remedies retroversions, but not retrofle; 
ftinless complicated with retroversion, as they usually are. 
Then, again, the pessary itself acts as a lever. The anterior 
vaginal wall, with the visceral pressure above it, now be- 
comes the power applied to the lower limb, or " long arm," 
of the lever ; the posterior vaginal wall is the fulcrum, or 
support ; and the upper limb, or short arm, lying behind the 
cervix, directly pushes the weight, or fundus uteri. This 
action tends to remedy both retroflexion aud retroversion. 
For instance, during the act of inspiration th d d g 

diaphragm crowds down the abdominal via ra p n tl 
bladder, to which are attached the cervix t d th 

anterior wall of the vagina. These orga tl f 
descend. As a result, the lower or fore end f th 1 
^■U necessarily pushed down by the descending a t n w U 
^Bf the vagina, on which it rests, while its uppe hin I 
Hlod proportionately rises up and tilts forw d th t 
^^'erted or the retroflesed fundus. In expirati n, th 

takes place, The pressure is, therefore, not a steady one, 
but a gentle rocking one, which is the most efficient of all. 
This, also, is the one least liable to inflict injury on the soft 
parts, because the points of pressure are varying ones. But 
to attain those ends the pessary must be mobile, and never 
no long as to put the vagina on Ote stretch ; otherteise it loses Us 
distiTidive eharacler of a lever, and degenerates into an ordwary 
ring pessanj. It should farther impinge on. the soft parts only, 
and fake no bearings on tlie solid structures of the pelvis. . . . 
Such a Arm basis of support was not intended by the in- 
ventor, and his pessary, as well as Smith's pessary, always 
acts best when the lower bar presses on the soft and yield- 
ing anterior wall of the vagina, instead of on the pubic 
bones.' 

I have italicised some sentences of Dr. GoodoU's, as I con- 
sider the points insisted on by him of such importance to those 



who would rightly apply a. Hodge's pessary. . Figs, 82-86 
and 114 represent Hodge's pessary, and some different n 
fications of it, which will be found useful in practice, as d 





Fig. 118.— PesaaiT in posi 



cross bars of Grcenhalgh, the retroversion curve of Thomas, 
the pubic curve of Smith, aud the incomplete Hodge. To 
introduce a Hodge's pessary, bring the woman, on her back, 
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veil to the edge of the couch or bed, with the knees well 
The pessary is now taken in the right hand, 
while the labia are held lightly apart with the fingers of the 
left, at the same time that the perinEeum is pressed in a down- 
ward direction. The pessary, with its uterine or longer end 
in a line with the Tulvar orifice, is now passed into the vagina, 
the principal pressure being d e ted nth perinieum; when 
the pessary has completely passed the ul a, the fingers of 
the right, or conducting hand a e han d o as to turn the 
pessary half round, on its long a thu b inging the con- 
cavity of the Jarge curve to p nt f wa d to the anterior 
vaginal wall. This is the moment f gr atest pain to the 
wom&D, and any bungling in rectifying the position of the 
pessary, as it lies pressing on the front of the cervix, causes 
still greater discomfort. The index-finger of the right hand 
is therefore quickly transferred to the upper bar of the 
pessary, which is hooked or pressed down, so aa to glide 
over the cervix into the vaginal cul-de-sac behind. The 
pesBaiy is now carefully explored, its relation to the cervix 
ascertained, the degree of tension of the vaginal roof felt, 
and the exact position of the uterus determined, before wo 
permit the patient to rise. It is well always to explain to 
the patient, or friend, the exact position of the pessary in the 
passage. If uneasiness should follow, we should instruct her 
how to remove it, by pulling, not too forcibly, on the lower 
bar, and by turning the instrument on its long axis and gently 

^_iritbd rawing it 

^H^ Figs. 116, 117 show the method of introducing, and 

^^p^. 118 the Hodge pessary in position. 

^B Every practitioner must be ready to mould and shape tlie 
lever he requires for each individual case, either from a vul- 
canite Hodge or celluloid ring. I strongly recommend this 
latter ring foreveryday practice; it is easily given any shape 
on beating. Messrs. Maw have made for me these cellu- 
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loid riogs of a larger size, with a thicker cushion of cellaloid 
for about one-sixth of the circumference of the ring; we can 
thus readily construct peaaariea with any shape or curve we 
see fit, and we can convert thorn into a cradle, or any form 
of Hodga 

Of the many other varieties of pessary, it is only necesaary 
to mention Thomas's modification of Cutter's pessary with 
external support (Fig. 119), and the retroversion p 
Thomas himself. 




Retroflexion. 

In retroflexion, the fundus is bent backwards on iW 
cervix, and lies against the rectum. Eetroflexion may b^ 
a congenital affection, due to arrest of development of the 
posterior uterine wall, and may rem^n undetected, even 
after puberty. In practice, however, we have nearly 
always to treat that displacement which is secondary or 
acquired. 

Causation. — We may refer to the causes of retroversjon 
when we inquire into those which are productive of relm- 
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flexion. It is not difficult to understand how tbc uterus, 
yet softened and enlarged after pregnancy, with strained and 
relaxed ligaments, or with the porinaal support injured and 
weakened, may, while it is in a state of sub in volution, yield 
to abdominal or pelvic pressure, and bend at the axis of 
lension. And in those cases in which there is an en- 
;ement in the posterior wall, either as the consequence of 

ingestion or hypertrophy, or an intramural fibroid, we can 
readily understand the occurrence of retroflexion. The 
flexion is, as a rule, preceded or attended by version. The 
resulting contraction in the uterine canal leads to stenosis, 
and obstruction to the menstrual flow ; while the consequent 
congestion of the uterine tissues in the fundus, and the in- 
crease of weight, still further encourage the tendency to 
uterine prolapse and flexion. As in anteflexion, cause and 
efiect react on each other ; the longer the displacement lasts, 
the worse it becomes, the larger the uterine fundus, and the 
more acute the angle of flexion. 

Dhgjiosis. — In examining with the finger the retroflexed 
uterus, these two signs immediately are detected by even an 
inexperienced hand — the os uteri is at once reached, occupy- 
ing almost the vaginal axis, while the fundus is found as a 
solid mass filling the posterior cul-de-sac, and a well-defined 
sulcus separates the cervix from the fundus. The flexion is 
distinctly traceable with the finger. We confirm the diag- 
nosis by both rectovaginal and uterovaginal examination. 
Carrying the index-finger of the left hand into the rectum, 
we feel the fundus through the rectal wall, and encroaching 
on it; with the finger of the right hand on the cervix, we 
can draw on the uterus, and so detect the mobility of the 
tumour and the conjoined movement of the cervix and 
fundus. It is only in those comparatively rare cases where 
the uterus is enlarged and fixed by adhesions or recent 
effusions that any doubt can exist after a careful vaginal 



aad bimanual examinatioii. To coafirm our diagnosis, we 
pass the uterine sound, but in doing this, we must exercise 
even greater caution than in retroversion. The difficulty 
will depend in a great measure on the degree of flexioD. 
The sound must be well curved, corresponding to the curve 
of the uterine axis; the handle is taben lightly in the 
right hand, with tlie concavity of the instrument directed 
forwards and guided by the finger of the left hand, the knob 
is introduced as far as the internal os; by a lour de mattre 
the direction of the Bound is reversed, the concavity being 
directed backwards, and the handle carried well forward 
towards the pubes. Assistance can at the same time be 
given to facilitate its passage into the ntema by raising 
the fundus with the finger of the left hand in the vagina. 
In those cases in which the as is directed first forwards and 
is high in the pelvis, the sound must be introduced with the 
concavity turned towards the sacrum. 

Trealmejit. — All that has been said in regard to the 
management of retroversion applies with equal force to 
retroflexion, A suitable pessary has to be inserted when 
the uterus is replaced and the curve rectified. In the retro- 
flexed womb, however, there is the flexion in addition to 
be corrected. The sound may have to be periodically 
passed, or a stem-pessary worn. If we determine to use 
an intra-uterine stem, we have to bear in mind all the pre- 
cautions (p. 162) to be taken both before introducing the 
pessary and during the time it is worn. The plan recom- 
mended by Schroeder is a safe one — to place the stem 
for the first few days in the retroverted uterus, and not 
to attempt replacement until it has been thus worn foi 
a little time. Any of the stems before described may be 
selected. When wa have replaced the uterus, we must 
endeavour to retain it in position by some of the f 
pessary recommended for retroversion — more especij 
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Cutter's (with external support), or Thomas's retroversion, 
or a Hodge suitably moulded to support and press forward 
the fundus. The question naturally arises, — ^What is to be 
done to relieve the patient in those unfortunate cases in 
which rectification of the displacement is impossible, and 
the retroflexion is incurable ? Here, as in the opposite state 
of anteflexion, all that we can hope to do is to palliate. 
Much relief may be obtained from the use of a soft rubber 
ring to steady and fix the uterus, or one of Greenhalgh's 
modifications of Hodge, with a few of the centre bars re- 
moved, while the soft pessary is moulded to suit the 
case. 

We must insist on careful attention to the rectum and 
the frequent emptying of the bladder. Occasional depletion, 
and the use of the warm douche, are indicated if there be 
congestion and uterine sensitiveness. Considerable relief 
may be given by sustained dilatation of the cervical canal 
and bilateral incisions of the cervix, especially if there be 
dysmenorrhoea. 




By prolapse of the uterus we mean a descent of the uterus 
in the pelvis ; this descent is attended by relaxation of the 
vaginal walls, prolapse, and frequently iuveraion of the 
vagina itself. The bladder is involved according to the 
degree of the prolapsus. If the uterus passes outside the 
vulva, we may have an accompanying cystocele or reetocele, 
both bladder and rectum being dragged on by the descending 
uterus and vagina. The prolapse is generally divided into 
three stages : in No. 1, the uterus lies entirely within the 
vulva; in No. 2, it makes its appearance outside the vulva; 
in No. 3, it is protnided entirely outside the vulvar orifice, 
These two latter stages are also styled ' procidentia.' The 
influence exerted by the vagina and perinseum in supporting 
the uterus in the pelvis has been already referred to, as well 
as the part taken by the utero-sacral and other pelvic liga- 
ments in the suspensiou of the uterus from above. Three 
pathological conditions we would then expect to iind asso- 
ciated with and contributing to prolapse : — relaxation of 
the pelvic ligaments, atonicity of the vaginal walls, and 
weakened or absent perinEeum. But further descent of tho 
uterus necessarily means version. As the heavy uteres 
descends, the fundus yields to the abdominal pressure, and 
is directed or forced backwards, and thus a state of retro- , 
version ensues. 

The displacement, on the other hand, may com 
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which there is not accompanying vaginal prolapse, which,] 

the great majority of instanceB has, I believe, occurred 
synchronously with the uterine descent ; the causes which 
operate in producing the one displacement, at the same 
time, tend to induce the other. It is frequently difficult ti 




FtQ, 122.— ProlapauB with Cystocele FiG. 123.— Hypertrophic eloEgalion 
(after Schroeder). of Cervis (Schroeder). 

Theae drawmgi are place<3 side by elile so that t)ie two cciiditiDDB, 
prolapsus atii] hypertrophy, may be compared. 

say whether on the vagina or uterus these causes have first 
taken effect. The uterus descends in the vaginal axis, and 
gradnal inversion of the vagina accompanies its downward 
progress. The entire organ becomes congested, and, as a 
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^Beonsequence, there is general hypertrophy both of the Gupra 
Kand infra-Taginal portioDs. But this hypertrophy is gene- 
rally greater in the infra-vaginal portion of the cervix, 
which is Been thickened and elongated. This hypertrophic 
condition of the cervix, both supra and infra- vaginal, is an 
important factor amongst the causes producing complete 
prolapse. If we thns take, in their sequence, the usual 
pathological events which operate during the occurrence 
and completion of the prolapsus or procidentia, they would 
be much as follows: (1) relaxation of or deficiency in the 
uterine supports ; (2) retroversion of the uterus ; (3) descent 
of the uterus ; {■!) partial prolapse of the vagina ; (5) in- 
cipient inversion of the vagina; (6) incomplete prolapse of 
the uterus, with descent of the bladder, and possibly of 
rectum ; (7) during the occurrence of the processes 4, 5, 6, 
enlargement of the uterus, with hypertrophy of the supra and 
iafra-vaginal portions of the cervix, and eversion of the lips of 
the 08 uteri ; (8) further inversion of the vagina, with protru- 
sion of its anterior wall, and thickening of the mucous mem- 
brane, which gradually becomes hard, and, it may be, eroded 
^fn parts ; (9) complete prolapse of the entire uterus and in- 
J vagina, both now altered by exposure and friction. 
Causatwn. — -The common predisposing causes are ; — preg- 
nancy ; deficient or absent perinteum ; laceration of the 
cervix ; uterine tumours, abdominal tumours ; uterine 
hyperplasia ; imprudent clothing ; advancing age ; ' too 
roomy' pelvis; constant standing and the raising of heavy 
weights ; accident or shock ; severe labour, in which in- 
strumental delivery has been necessary. In women who 
have borne many children, especially in advancing year.?, 
we occasionally find all the pelvic supports weakened, the 
ligaments enlarged, the vagina having a tendency to pro- 
lapse, the perinseum deficient in vital tone, and the sphincter- 
vaginal muscles also weakened. 
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Laceration of the cervix, as a consequence ol 
has its nsaal attendants — enlarged uterua and 
perinffium. Both uterine tumours and uterine hyper- 
plasia cause increase of weight of the uterus, and so 
tend to prolapse. Pressure directed on the uterus from 
above, either from some abdominal tumour, or from the 
more common source— tight clothing and heavy gar- 
ments^ — pushes dowEwards the uterus and induces prolapse. 
Great exertion, necessitating fixation of the diaphragm 
and straining efforts of the abdominal muscles, when 
continued for a length of time in some laborious occupation, 
brings a general weakness of the pelvic ligaments and a 
sinking of the uterus : and this, Vith the secondary changes 
occurring in the uterus itself, is the cause of the descent. 

During some violent efforts, in epileptic convulsions, while 
straining at atoo!, or in a severe fit of coughing, the uterus 
may descend and be prolapsed. As a rule, there has been 
some antecedent condition favouring the prolapse, as too 
roomy a pelvis ; partial prolapse of the vagina ; or a womb 
supported by an atonic vagina and perinaaum, and rendered 
heavy by a polypus, fibroid tumour, or subinvolution, 

Si/mptoms. — Pain is felt of a ' dragging ' and ' bearing- 
down ' nature — mostly in the back and loins, aggravated 
by standing or walking. The patient occasionally com- 
plains of a sensation as if ' something were coming down, 
when at stool. In the earlier stages the eymptoms of 
retroversion are present ; later on, when the bladder anil 
rectum participate in the displacement, symptoms of vesical 
and rectal distress follow : — rectal irritation, tenesmus, sense 
of pressure, occasional difficulty in defsecation, ending, when 
there is complete prolapse, in cystocele or rectocele. The 
congestion which accompanies the prolapse is the cause 
often of menorrhagia or metrorrhagia. In extreme cases 
the epithelial surface of the procident mass — at first 
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^P thickened and rough — may inflame and ulcerate, and thoE& 
■^ ulcerations may scale over and occasionally bleed. The 
irritation from the urine still further increases such ulcera- 
tions. I have seen a large gangrenous slough on the surface 
of a procident uterus. This may be the result of strangu- 
lation of the mass at the vulvar opening, (See Barnes's 
'Diseases of Women,' on prolapse of the uterus.) 

Some time since a lady, over sixty, consulted me for 
complete prolapse of the womb, and a foul discharge, which 
had continued for some time. On examination, I found 
one of these foul ulcerations, in size about the circumference 
of a penny ; and issuing from the hardened and everted os 
iiteri was a most fetid and dirty- coloured discharge. I 
feared malignant disease of the uterus. I dilated the canal, 

^and found, growing from the upper part of the elongated 
cervical portion, a small polypus, which I removed. Tlie 
interior of the uterus I then treated with nitric acid — this I 
repeated ; the external ulceration I also treated with nitric 
acid and chromic acid, Gmdually this patch healed, and 
the discharge from the uterus became less offensive, and 
finally disappeared. The patient, before I saw her, had 
tried a variety of supports, and had given each np in turn 
from its inability to sustain the uterus. Ultimately I re- 
turned the prolapsed womb, and retained it comfortably in 
position with a vulcanite Zivanck's i y f wb h h 
was prepared by the previous use of km 

IHagnosis. — In the earlier stages of p t p find th 

OS uteri lower than usual to the ex m fa h g d tl 

body of the womb lower in the peh It n y be th t th 
aterus is anteflexed, or that there has been an antecedent 
retroversion. Even in this early stage we may detect a pro- 
lapsed state of tlie vagina and a flaccid condition of the ante- 
iHKior vaginal wall. Ifthe uterus has descendedfor any distance, 
^^■ff if it presents at the vulva, or is outside of it, the least care 



will prevent any error of diagnosis. It is better to examine' 
the patient standing, if we desire to estimate the degree to 
which the uterus has descended. It is well always to take 
the measurement of the uterine cavity with the sound. This 
is necessary, not alone to determine the position of the 
uterus, but also to differentiate true prolapse of the uterus 
from either prolapse complicated with hypertrophic elonga- 
tion of the cervi-"!, or the same distortion when it occura 

In ordinary prolapse the sound may pass a little furthi 
than natural into the uterus, or the canal may be normal in 
length ; while if there be hypertrophic elongation of the 
:, the sound passes a considerable length, and we prove 
with it that the uterine cavity is enlarged, while by palpa- 
tion we feel the fundus in its proper position. If w 
the uterine sound into the prolapsed uterus, while 
state of procidentia, it may enter to the extent of some 
three or more inches. When the strain is removed from 
the relaxed tissues, on reposition, it will be found to pass to 
about the usual length. With any exercise of caution, 
no one can mistake a case of procidentia for polypus op 
inversion of the womb. (See ' Hypertrophic Elongation of 
Cervix.') 

Treatment — We may divide the treatment of prolapsna 
thus: (1) Prophylactic; (2) replacement; (3) retention; 
(4) operation. Under the first head we include those general 
constitutional and local measures which tend to reduce the 
size and weight of the uterus. With this object we enjoin 
such an amount of rest in bed, or on a couch, as the patient's 
circumstances will permit Unfortunately, many cases ol 
prolapse are met with in women who have to work for their 
living, and who cannot afford to lie down. In the earlier 
stages, when we recognise the displacement, the free use of 
the vaginal douche, with astringent washes, sucli as those of 
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alum, tannin, or sulphate of zinc, or tampons of salicylic 
acid wool and gljcerine. These powders, being added to 
the tampon in Tarioua proportions, cao be introduced by 
the patient at bedtime, and worn during the night. Tight- 
lacing must be prohibited, and the under-garmenta suspended 
irom the shoulders and not from the abdomen or Lips. The 
patient ftiay be made to wear a properly adjusted abdominal 
support or belt. This should fit accurately, raising and sup- 
porting the intestines above the piibes 




■Abdominal bupport 



Regular cold bathinjf, and especially sea bathing, when 
anch can be had or borne, are of service At the same time, 
any constitutional or local condition which promotes either 
congestion of the uterus or favours relaxation of its sup- 
ports must be attended to. Occasional depletion of the 
cervix; the administration (during the menopause espe- 
cially) of such tonics as strychnine and the mineral adds, 
quinine and arsenic ; careful attention to the bowels, so as 
to prevent all straining at stool, with the occasional use of 
cold-water enemas or a saline water given in the morning, 
and the correction of any version or flexion of th^ womb. 



are some of the simplest and most efficacious d 
can adopt. 

It is of special importance to attend to any chronic cough, 
and to allay laryngeal and lung irritation. If the prolapae 
haa lasted for some time, and the uterus is descending low- 
in the vagina, or is protruding from the vulva, ve have t 
replace it 

To replace the procident mass, we get the patient into t 
knee-elbow position, and grasping the base of the tumour, 
we follow the advice insisted on by McClintock in all sucU 
cases, and return that portion last which protruded first. The 
uterus should, if necessary, be prepared for the 
sary, and those means, already detailed, should be employed 
to contract the vagina and reduce uterine eongestio 

To reiam iJte iiienw in position we have recourse to pessa- 
ries. I shall not allude here to those unscientiGc curiosities, 
but rejecting, with Dr. Robert Barnes, ' the whole array of 
boxwood balls, and huge thick rings, which depend fortlieir 
efficacy on mere bulk,' proceed at once to notice those pessa- I 
ries which will be found to retain and support the wonA , 
with as little injury to the contractile power of the vagina 
as possible. 

What the results of the practice of placing in the vag^ 
these huge and incompressible balls must be, we may judge 
from Dr. Barnes' description of an extreme case, in which 
he had to apply a strong polypus forceps, with curved ends, 
to grasp the ball, and thus remove a ball ' nearly as large as 
the head of a seven months' child.' We may classify the 
pessaries useful in prolapse under these heads : 

(a) Those useful In incipient descent, complicated with re- 
troversion or anteflexion. 

(ft) Those applicahle in incomplete prolapse of the uterus, 
with partial prolapse of the vagina. 

(f) Those suitable for complete prolapse of the uterus, with 
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inversion of the vagina and loss of contractibility of 
the vaginal walls. 
For class (a) the beat pesBaiy we can employ is the ordi- 
f Hodge. We may select any of the materials we prefer 
—vulcanite, celluloid, or wire with rubber covering. I prefer 
' the celluloid, ae it is the easiest moulded to the shape and 
size we require. We must adapt it according as the uterus 
is retroverted or anteflexed. The Hodge, with soft bar ante- 
iorily, of Dr. Greenhalgh, is an admirable pessary; or that 
fcith the crossbars of rubber (Figa 125, 126). 




Fir.. 125.— Hedge's Peaaary with crosabara of Greenhalgh. 
In class (b) Hodge's pessary will be found to answer ad- 
irably in a large number of cases. Here the pessary should 
e well cupped, large enough to retain its position, but not 




Fig. 126.— Hodge's Peasary with 



80 large as to forcibly distend the vagina. Such a peasary 
we should teach the patient how to remove and replace. All 
pessaries should be periodically removed and cleansed, and 
duringtheir use vagina! injections, with Condy's fluid, should 
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be occasionally employed. If a Hodge's pessary, or some 
modification of it, do not rectify the prolapse, we may try a 
'watch-spring' ring covered with rubber. The ring must 




Fio. 127.— Goduon'e modiGcation, 
be of a eize suitable to the case, Eufficiently thick, and with 
a strong spring. It had better be removed at night by ^» 




Fig. 128.— Vulcanite (Zwunck}. Fia. 129.— Watoli-apring Rint. 

patient, and reinserted in the morning. In this degrw 
of prolapse, also, we may have to use a Zwanck's peisarj. 
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We may use the vulcanite kind or the modification of 
Dr Clement todson I find that patients manage the vul- 
canite Zwanck best and prefer it to the wire It has the 
disa Ivantage that it la apt to accumulate discharge and 
thus become unpleasant ilso the screw which regulates the 
divergence of the wings is liable to be broken in screwing 
or unscrewing it The patient is easily taught however, 
to use the pessary ind how to losLrt or remove it This 
latter she should do on lying down at night placing the 
pessary in a little weak Condys solution If Godsons 
kmd be selected it is ejually eisy of adjustment and 
it certainly has the advantage m the points of cleanliness 
and durabilit) 
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cup and stem, made either in vulcanite or gutta-perclifl, re- 
tained with elastic banda. I do not find the inflating { 




FlQ. 132.— Cutter's Prolapsus PeBBa^. 

if much service in prolapsus ; yet it is the best of its 
But I dislike the principle of all these balls and 




I"lo. 133. — Light Pelvic Strap for applying Perinieal Pad (Higgira 
rings, and rarely myself use them. In many cases, anci 3 
every variety of displacement, both material support and 
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detail into the steps of these operatioDs here ; they are fully 
and moat completely deecribed in all the larger works on 
gynecology. We may thus classify them: — 1. Those opera- 
tions undertaken with the object of restoring and strengthen- 
ing the perineal body ; 2. Those intended to produce 
contraction of the vaginal canal ; 3. Partial closure of the 
vaginal opening ; 4. Amputation of the uterus. 




Fio. 136.— Palfrey's Paruueal Pad. 



Perineorrhfiph'j. — 'If we ever intend," as Dr. Gail] 
Thomas insists, ' to inculcate true, rational, and lelial 
precepts,' we must regard the perineal body as the trian- 
gular concavo-convex body, with its apex superiorly, com- 
posed of strong elastic connective-tissue, that fiUs in the 
space between the anterior wall of the rectum posteriorly. 
the vaginal wall anteriorly, and the summit of the vagina 
above. This elastic connecting pillar is itself under the in- 
fluence of, and is supported on, a set of muscles, 
tendency of whose action is to throw the perineeal 



J 



he in- ■ 
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upwards and forwards, thua assisting in the support and 
closure of the vaginal canal, 

(1) It 'sustains the anterior wall of the rectum and pre- 
vents a prolapse of the bowe!, which, did it occur, would 
inevitably drag downwards the upper vaginal concavity, 




Fig. 137.— Absent Perinffiuin, after Martin. 

ind with it the cervix uteri, and destroy the equilibrium of 
e nterus. (2) It sustains the posterior vaginal wall, and 
lirevents a prolapse of this partition, which would favour 
Bctocele. (3) Upon the posterior vaginal wall rests the 
mterior, and upon this the bladder, and against the bladder 
t the uterus; alt of which depend in great degree for 



support upon the perinaial body. (4) It preaerves a proper 
Hue of projection of the contents of the bladder and reutum, 
and thus prevents the occurrence of tenesmus, a frequent 
cause of pelvic displacements. It is tnily " the keystone of 
the arch " on which the uterus is supported in thepelris.' 
(See Gaillard Thomas, 5th Ed., p. 162.) 

We need, then, feel no surprise that, in consequence 
laceration during parturition, or from atonic states due 
prolonged pressure or constitutional debility, the perinceal 
body should no longer perform its part in the meohanism 
of the pelvic supports. Displacements of the uterus are 
amongst the consequences, and especially prolapsus. As- 
suredly if practitioners only recognised the ilia, immediate 
and remote, which follow lacerated perimcum, we should 
leas frequently hear of ' secondaiy operations.' The 
sensible obstetrician stitches the perineum at once when ho 
recognises the laceration after parturition. The futile plan 
of binding the knees together were better never conceived, 
unless indeed to be adopted after the immediate opera- 
tion. It encourages procrastination, and is almost certain 
to end in failure. 

Take it all in all, I believe that there is not, in the enl 
range of gynecological practice, a point more necessary 
inaist on than early closure of the perinieal wouad after 
parturition. This caution pertains rather to midwifery than 
to gynecology ; but it has such important bearing on the 
future happiness and comfort of a woman, when the labour 
has been long forgotten, that it warrants this stress being 
laid upon it. 

Whatever operation is performed (I believe that of Mr. 
Lawson Tait to be one of the most perfect in principle, and 
not difBcult of execution), the objects are, to denude the 
edges of the rent ; to expose, posteriorly, two raw vaginal 
surfacea for union, so aa to bring the rectum forward ; to 
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ITCBtore tha power of the aphineter ani; and to create, where 
necessary, a new periii£eal body. The steps vary according 
as the operation is intended merely to rectify a partial 
rupture or a complete rupture. In the former case, the 
operation is a comparatively trivial one, whereas, in the 
latter, we have not alone to construct a perinieal body and 
narrow the vagina, but also to re-establish the fimctiona of 
the sphincter muscle. 

Operaiitms inimded to produce Contraction of the Vaginal 
Canal (ElylroTThapky}.—The principle of these operative pro- 
cednres consists in the removal from the vagina of portions 

»of the mucous membrane from the anterior or posterior 
wall, or from both. The shape of the portion removed, 
■whether the triangular form of Sims, the variously shaped 
surfaces exposed by Emmet, the pentagonal of Simon, the 
oval denudation of Dieffenbach, 13 of secondary importance. 
Sims's operation (colpoirhaphy) is that perhaps most fre- 
quently performed. 

It has to be remembered that we have three distinct ab- 
normal states to consider in connection with this operation: 
primary prolapse of the vagina (antecedent to the prolapsus 
uteri), hypertrophic elongation of the cervix, and prolapsus 
uteri. Associated with the descent of the uterus are the 
two fundamental errors, want of vaginal support, and 
uterine traction. Increase of uterine weight is the third 
niost important factor. No operation can give us the 
assurance of correcting these conditions, nor yet a series of 
operations. Hence we can give no guarantee of any per- 
manent result. 

Operation for Closing the Vaginal Opening {Episiorrhaphy). 
— This may be done to the extent of completely closing 
the vaginal opening, leaving only a space for the passage of 
urine ; or the orilice may be contracted, and yet sufficient 
a permitted for coitus. 
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tioner, 3^^ 



Defenfd Operatitm for Lacerated Perincewm,. — As a n 
gynecological step, frequently required of a practitioner,^ 
may be well to describe bere the steps of the operation for 
complete or partial rupture of the perinfeum, when the 
operation is deferred. 




(Sltene-Goodn 



forcepB, a few bulldog forceps ; periufeal needle, with the 
eye in the point, rectangular or curved ; a few short well- 
curved neeiSlea, and needle-holder ; silkworm gut ; silver 
wire ; a sbot-compresBor ; a self retaining catheter ; open 
sponge-holders. A few aaaistanta and an antesthetizer ars 
required, and a nurse. 




brought well to the eJgo of the table, in the lithotomy 
poBition, and the knees are held apart by two assiataota : 
J of wlioiu controls the knee with his arm, while at the 





Dae time he stretches the labium of that sido either with 
Phe free hand or with the hand of the same arm, which 
urea the other at liberty to assist the operator. 



As ttie operation may be tedioua, the feet and legs of the 
patient should be protected from the cold by stockings, and 
blankets wrapped round them. All being in readiness, the 
operator cuts off closely the hairs round the margin of the 
rent. He next introduces two fingers of the left hand into 
the rectum, and puts the mucous membrane on the stretch. 
I flhall include here the steps required, presuming the rent 
to extend as far as the anus. The operation is commenced 
by paring off with knife or scissors, or both, the rectal 
margin of the mucous membrane, and continuing the dis- 
section by removal of a layer of the mucous lining of the 
posterior wall of the vagina to the extent of an inch and a 
half. The lateral margins are now attacked in a similar 
manner, until a triangular raw surface at either side of the 
labium is exposed, of about one inch in breadth, and over 
an inch and a half in length. Bleeding is readily controlled 
by torsion and small bulldog forceps or scrres-fines, assisted 
by the use of some iced water. The raw surface at one side 
should be an exact counterpart of that on the other. The 
extent of the denudation, anteriorly and posteriorly, will 
depend on the extent of the laceration. He now prepares 
to pass the sutures. One sharply curved needle, such as that 
of Croft, or a properly curved short needle, held in a needle- 
holder, is passed, armed either with Bantock's silk, silver 
wire, or silkworm gut {I prefer wire), from the lower margin 
of the anus and half an inch to its outer margin, deeply up- 
wards, across the recto-vaginal septum, well in front of anci 
above the bowel-orifice, and is brought with a sweep of the 
needle down and out at a corresponding point at the oppo- 
site side. Tliis is Emmet's suture. When passed, nothiog 
should he seen of the wire save the two ends. It is repre- 
sented in the figure by the dotted line. Thie suture is 
next secured by twisting. The perinieum is now closed by 
sutures entered at the points shown in Figs. 142, 143. Tba 
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safest plau is to pass the first few sutures, unexposed, 
through the recto-vaginal suture. The last few passed will 
be partly exposed on the vaginal side of the rent. Each 
suture is secured by perforated shoti The wound is cleaned 
and sponged with carbolic solution ; the thighs are brought 
together, the patient is placed on her back, and the mine 




44. — Perinteal Needles. 



ia drawn off twice daily, or oftener if necessary. I much 
prefer to draw off the urine rather than trust to a retained 
catheter. Should it become clogged or slip out, though 
this can hardly happen with the Skeoe-Goodman or Sims' 



instruments (Figs. 139, 140), the succeES of the operation 
may be endangerod. The bowels had better at first be 
locked with opium, and simple but nourishing food given. 
They need, not he moved until the sixth or the seventh day. 
Tliis is effected by an emollient enema, and, after they have 
acted, the rectal stitch may be removed. The patient must 
keep her bed for a fortnight, and it is well to have the 
knees bound together. I have had equally good results by 
the administration, every other day, of an olive-oil enema 
In fact, it ia the plan that I generally adopt We get rid 
of the unpleasant complication of the locked bowel, and 
the risk attendant upon the passing of hard fsecal masEes, 
with the consequent rectal irritation. Perfect cleanliness 
must bo enforced after the operation, and the vagina should 
be carefully washed out each day with tepid permanganate 
of potash injection. It is well to keep a dry thymol pad 
over the wound, vdth a light perinceal bandage. 



CHAPTJER XII. 

ELONGATED CERVIX, CODtPLIOATING PROLAPSE OF THE 
UTER0S OR VAGINA. 

B To enter into the various matters in dispute regarding the 
I Telstion of the hypertrophic elongation of the ceirix uteri 
to prolapse of the uterus or vagina, is completely outside the 
scope of such a work as this. I shall simply limit any 
observations to such practical points in the etiology and 
diagnosis of the affection as it is requisite for every student 
and practitioner to know. The following facts appear to 
be pretty generally accepted, all of which have a practical 
bearing on the management of this condition : 

1, The cervix uteri may be hypertrophied and length- 
ened out, either in its infra-vaginal or supra-vaginal portions. 
Whether this elongation is a primary growth (Hiiguier), in- 
dependent of any dragging action of the prolapsing vagina 
and bladder, or is a consequence of this latter, is a matter 
of dispute. We have other views — as, for example, that of 
Taylor — that it is the result of non-involution of the 
uterus after labour, when the uneffaced infra-vaginal cervix 
drags on the non-glandular isthmus and draws it out Dr. 
Taylor does not believe in the commonly accepted doctrine 
of the effacement of the glandular cervix during pregnancy. 
He is of opinion that it is simply hypertrophied and tem- 
porarily expanded. 

2. Elongation of the infra-vaginal portion of the cervix 
is not, as a rule, attended with prolapse. The fundus 





remiUDS at its proper level io the i^elvis, nor does the oiffl 

far as to protrude. There is a peculiar elongir m 

tion of the anterior lip accompanying this condition, knowa 1 

aa ' tapiroid.' 

3, Hypertrophic elongation of the supra-vaginal portion 
is, sooner or later, associated with prolapse and procidentia 
of the uterus and bladder. There are here two principal 
factors — growth and traction : which is the iaidal process 
we will not attempt to say. It would seem rational, that 
traction and growth may each have an independent share 
in the early stages of Ike distortion. It is difficult to define 
the exact spot where the ' vicious circle,' as Dr. Goodell 
aptly terms it, commenced. 

(4) Eversion of the lips of the os uteri, with exposure of 
the cervical canal, and laceration of the cervix, are frequent 
attendants on this form of prolapse of the womb. 

Cassation. — The most frequent causes of hypertrophic 
elongation of the cervix are : subinvolution of the uterus 
after labour ; injury to the cervix during labour, and lacera- 
tion of the cervix. In these two latter conditions we find 
the two associated states which usually produce hyper- 
trophic change, viz., hypertemia and hyperplasia; fibroid 
tumours ; pelvic adhesions ; uterine displacements ; laborious 
occupations. 

Treatment. — Eeplacement and support, and similar opera- 
tions as in the case of ordinary prolapse ; removal of the 
cervix by amputation, by means of the knife, galvanic knife, 
galvanic wire, or ccraseur. These latter operations, or those 
of Sims and Huguier, are not operations to be, as a rule, con- 
sidered by men in general practice, and therefore I do not 
refer to them. 

Ascent of tiie Uterus.— The uterus recedes from the 
reach of the examining finger under two important con- 
ditions ; (1) pregnancy— this ascent of the uterus and retro- 
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cession of the os uteri is noticed as the uterus enlarges from 
the fourth month ; (2) the uterus is pushed or drawn out 
of position by a pelvic or abdominal growth, which has 
connections either with the uterus directly, or indirectly, 
though some of its pelvic supports. It is well to bear in mind, 
in practice, that this recession of the uterus may be asso- 
ciated with (a) pregnancy; here we have (after the third 
month), the other local signs of pregnancy; (b) ovarian 
tumours — frequently in ovarian disease the uterus is not 
only drawn up from the pelvis, but the cervix is shortened, 
and the os uteri may be felt almost on a plane with the 
vaginal roof; (c) fibrous and fibro-cystic disease of the 
uterus — ^the cervix uteri is frequently nipple-shaped, mov- 
ing^ like the nipple on the breast, over the fibroid mass 
which is felt beneath; (d) abdominal tumours (springing 
from or connected with the abdominal viscera), as hydatid 
tumours, cystic growths, malignant disease ; (e) peritoneal 
efiusion (hsemorrhagic, serous, or purulent), pelvic and ab- 
dominal, with consequent adhesions; (/) pelvic tumours, 
occurring in connection with the rectum or vagina or in 
Douglas's space. It is a matter of considerable importance 
in arriving at a diagnosis that we note ascent of the uterus, 
and determine its cause. 




By inversion of the uterus wb simply mean a turning of 
the uterus inside out. It is partial or complete, acute or 
chronic. There are two stages of partial inversion (Crosse) : 
(1) depression, (2) intTOveislon. The fundus is received into 
the cavity of the ntema, ultimately reaching to the os uteri ; 
the intruding fundus is grasped by the uterus, and the 
process of intussusception is continued until the extrusion 
of the fundus from the os uteri occurs. Once tliis has 
happened, the protrusion of the fundus and body of the 
uterus from the os uteri may continue until the cervix and 
lips of the OS uteri itself are inverted. 

Inversion may be met with in practice either as a sudden 
occurrence or as a chronic condition. The former accideot 
is more fully discussed in works on ' Midwifery.' 

The essential condition— as it always is the predisposing 
element — in inversion, is an atonic state of the uterine 
parenchyma, favouring relaxation of the muscular fibres. 
This leads to partial prolapse of a portion of the ut<rmc 
wall, and is associated with an irregular contraction of tbe 
surrounding muscular tissue. The prolapsed portion is 
treated by the uterus as a foreign body, like a piece of 
placenta, or the hand; it excites contractions which end 
in expulsion of a part or the entire of the fundus. This 
view (Rokitanaky) is not inconsistent with the possible and 
occasional origin of the inversion at the cervix uteri (Tajbr 
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inverted and protrudes into 



Wtuad Klob), wliich i 

K.'Vagina. 

Causes,— Aionj of the uterus, in whole or part, is pro- 

L duced by (1) parturition, (2) tumours and polypi, (3) pla- 
cental adhesions, (i) hiemonhage. The process of traction 
of the uterine wall is associated with the first three of these ; 
hiemorrhage is a consequence of ali three. If there be 
general relaxation of the uterus, such an exciting cause as 

»any violent exertion, or severe coughing, might be suf- 
ficient to produce a slight inversion or depression, and 
give the first impetus to the morbid process. It would 
appear that inversion of the virgin uterus may take place 
(Puzos, Eoyer, Baudelocque, Langenheck). See Gaillard 
Thomas and Barnes on 'Inversion of the Uterus.' Dr. 
Goodell believes that ectropion of the cervical mucosa may 
occasionally follow the general relaxation consequent upon 
sterility, and masturbation in young girls, and thus start 

tthe inversion process. 
' Signs ami Sipnjttoms. — These are: the presence of a 
tumour, generally not voluminous, felt in the vagina, simu- 
lating polypus, attended frequently by hemorrhage, either 
constant or periodical; bearing-down pains ; pain occasion- 
ally in walking ; perhaps rectal and vesical distress. Anffimia 
is a common attendant from the associated loss of blood 
and general debUity. 

Di^erential Diagnosis. — The main proofs we rely on that 
a tumour in the vagina is an inverted uterus are the 
following : (1) the presence of a soft, readily bleeding and 
sensitive tumour ; (2) the absence of the uterus from its 
position in the pelvis; (3) the absence of the normal uterine 
opening, and the impossibility of passing the uterine sound 
farther than the neck : the finger feels at the summit of the 
Rumour the cervix, perhaps thinned out to a ring, 
I We examine thus a case of aus]>ected inversion, remem- 
H 



bering the liability to miatake it for polypus or pra 
dentia, in the case of partial inversion, for intra-uteri: 
fibroid. 





Iv Complele Im-ersion. — Having made a careful digital 
e^camination of the size and consistence of the tumour, ve 
explore it through the rectum and detect the absence oi 
ihe uterus. By conjoined examination we conGrm this. 
We take the uterine sound, and find it arrested at the neck 
of the uterus, round which we sweep it ; it may pass just 
inside the cervix for the extent of an inch or an iach and 
a half. The sound is now passed into the bladder, and the 



I .finger into the rectum, and by the recto-vesical examination 
\.the fact that the ntems is absent is ascertained. 

In Paiiial Inversion. — Thia is much more difficult to 
fliagnoae. The difficulty is to distinguish it from an intra- 
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!. 148.— Outline Diagram of Cum- Fig. 119.— Outline Diagroiu of 
pleta Invarsion (adapted fram Partial loverBirm (luiapted 
Thonuu) from Thomaa). 

uterine fibroid By the conjained examination ve may 
detect the absence of the fundoB. On passing the sound it 




te. ICO. — Submucaua Fibroid, 




Fig. 151.— OuOins 
Fuljpua at summit of uterino 
cavity (adapted from Thomas). 

3 arrested by the prolapsed portion of the uterus, which is 
sensitive. In the fibroid growth, the uterus ia enlarged, 
li— 2 
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and the sound passes farther than ia the normal ut« 
while the tumour is painless. The history of the two a 
«iifferent ; the fibroid growth ia slow^there is no relation 
to parturition ; inversion occurs, as a rule, suddenly, and 
the uterus is sensitive. 

Pwgnosi^. — The prognosis must be always grave. Even 
admitting, says Thomas, the undoubted authenticity oF the 
cases reported, spontaneous reduction must be regarded 
only as a curiosity, and not as a process to be anticipated. 





FiQ. 1.^2.— Outline Diagram of Fig. 153.— Ootlme Diaiftam of Pulj- 

PolypuB of Cervix (adapted pus with long pedicle attached !<■ 

from Thomas), the Bummit of uterine c&vity ; the 

cervical canal oontntcted on pediclt 

(thia may lead to partial loveraJun). 

The patient may be worn down with pain and exhauBt«d 
by htemorrht^e. 

TTmtmeni. — This may be briefly considered under tlirw 
heads : {a) palliative; {h) taxis and pressure; (c) amputation, 

Pallialive. — Strong astringent preparations of slum, 
tannin, perchloride and persulphate of iron, matico, hazelin^: 
daily injectious of very hot water; ergot given intemall}'. 



< Aran, in very bad cases where amputation was indicated, 
used the Paquelin cautery, or potasaa cum calce, to the sur- 
face of the mass. In this manner the course of nature, when 
t)ie uterine mucous membrane thickens and becomes like 
akin, is imitated. The patient hves on without much pain 
or inconvenience. 

Tnxis and Pressare.—This must in very old cases be 
assisted by the local application of belladonna, in the form 
of ointment and suppository ; the previous dilatation of 
the vagina by the hydrostatic bags; and possibly two or 
three small and superficial longitudinal incisions through 
the tissue of the cervical ring. But the great danger of the 
employment of force has to be remembered ; the vagina 
may be ruptured, or fatal peritonitis residt. ' A small hand,' 
Bays Thomas, ' a cautious, unexcitable mind, and constant 
vigilance, during all the efforts by taxis, must be combined 
with thorough knowledge of the subject, to avoid the immi- 
nent danger . . . .' 'I confess that I should prefer to trust 
a patient, in whom I feel great interest, to the operation 
of abdominal section (for the reduction of the tumour), than 
to that of prolonged taxis at the hands of a rough, unin- 
telligent and inexperienced practitioner.' If this be Dr. 
Gaillard Thomas's deliberate opinion, after a personal ex- 
perience of nine cases of inversion, it is not necessary to 
dwell on the care and caution with which attempts a,% re- 
duction of the chronically inverted uterus must ho made. 

The ordinary practitioner is not likely to attempt this 
operation without mature consideration and careful con- 
sultation. The principal obstacle to be overcome is the 
constriction of the cervical ring, through which has to 
be returned the enlarged and hardened uterine body. I 
shall only refer here to two modes of manipulation. Few 
sargeona would attempt the bold step of Thomas, viz., 
abdominal section, in order to dilate the cervix from the 
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peritoneal side with a sort oT steel gloTe-stretcher. 
fact, ill practice, it would be far better to troBt to contiuo- 
ous pressure, than run the risk of aoy dangerous force or 
prolonged manipulation. Before an attempt at reduction be 
made, the rectum and bladder should be emptied, and an 
aniBsthetic administered. The nails of the operator's hands 
should be carefully pared, and the operating band well 
oiled. One hand must be laid on the abdomen, over the 
situation of the ring of the opposing cervix. With this 
counter-pressure is maintained against the hand operating 
in the vagina. The axiom eo strongly insisted ou by thsa 




Fig. 154.— ReJuction of Inverted UteniB (Emmet). 

late Dr. McCIintock of Dublin is to be remembered, of n 
turning first the part which has inverted last Dr. 1 
inet's plan is then adopted. The patient is placed in the 
lithotomy position ; the inverted uterus is grasped between 
the finger and thumb of the right band ; the fingers of the 
left hand maintain steady counter-pressure on the abdomen. 
The inverted fundus is pushed steadily upwards with the 
right hand, while the fingers are used to dilate the cerrix. 
K the case be comparatively recent, the plan of dimpling; 
with the fingers the fundus, and forcmg the indented wedge 
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thus formed into the cervical ring, and so overcoming the 
resistance, may be tried. Eepositors of different kinds have 
been tried. The figure shows the cup-repositor of Profesaor 
White. The cup is steadied with the right hand against the 
fundus, and the force is applied by means of a spiral spring, 
which the operator presses against the chest, counter-pressure 
being maintaiced by the left hand over the cervix, on the 
abdomen. 

Pressure. — If from the duration of the case, or from the 
experience of moderate manual efforts at reduction, we 




Fig. 155.— White's Cup-repoaitor (TbomaBj. 



deem it unadvisablc to proceed with the taxis, it is better 
at once to try continuous elastic pressure. Dr. Barnes and 
Dr Braxton Hicks are the prominent advocates for con- 
tinuous pressure in this country. The stem and cup of the 
former may be used for the purpose. The curved stem has at 
one extremity a cup-shaped disc of rubber, or a hollow cup of 
caoutchouc. The other end of the stem has attached to it 
four strong rubber bands, attached to the abdominal belt, 
which serve to maintain the pressure on the fundus. By 
tightening the back or front bands, the direction of the 
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pressure is changed. Counter-pressure ia secured by 
iibdominal pad placed under a broad flannel roller. The 
position of the cup and the direction of the stem are 
watched from day to day. It is well to pack carefully the 
vagina, round Die inverted uterus, and also the cup when 
a]>plied, with a tampon of antiseptic wool soaked in oi 
Dr. Barnes advises periodical attempts at reduction 
the hand, under chloroform, when the cup is removed. 
Should the continuous pressure give rise to pain, or 
there be any sloughing, it must be relaxed, and an interval 
of rest permitted. Its tolerance may be assisted by the 
administration of bromide of potassium and chloraL Dr. 
Barnes advises its application between the menstrual 
periods. Should a. tumour complicate, or bo the cause of 
an inversion, we must remove the tumour and then endea- 
vour to rectify the inversion. 

Amputation. — The question of amputation I do not enter 
into in this work. The propriety of considering it, and tho 
risks it entails, will be found fully discussed in the larger 
treatises on tids subject 
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CHAPTER XIV. 



POLYPCS UTERI. 



At the risk of being considered irregular and unsystematic, 
I shall deal with uterine polypi out of their proper order in 
the category of uterine new growths, and consider them 
immediately after inversion of the uterus. My object ia 
simply to impress still more strongly on the student the 
dilferentiation of these two affections. 

Polypi we may classify according to the elementary 
tissues from which they take their origin — celluloid 
glandular, fibrous, placental. 

The first variety consists principally of cellular tissue and 

mucous membrane ; the second of hypertrophied follicles 

and connective-tissue ; the third of muscular and connective- 

tiaaue elements, the former preponderating ; while placental 

polypi have their origin in portions of placenta which 

have been left in utero, and which, becoming organized 

Mnd incorporated with the uterus, form polypi. 

H Pibroid polypi spring from the body of the uterus, and 

^■re at one period of their growth submucous fibroids, but 

they assume the form of polypi through extension into the 

uterine cavities, and by the gradual narrowing of their base 

of attachment into a pedicle. 

Diagnosis. — This will depend on the size and position 
of the polypus. Whenever obscure mcnorrhagia or metror- 
rhagia occurs from the uterus, especially if the discharge 
mtinues foul and offensive, and we are suspicious of 
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polfpuB, there is but one safe rule, whicli is, to dilate 

and explore the uterus, and not to persevere with 
palliative treatment. We may be fui'ther guided to the 
suspicion of polypus if there be some enlargement of the 
uterus and congestion ; and if the fundus feels enlarged, and 
the cervix dilated. The first step towards the diagnosis 
and treatment of polypus is dilatation cf the cervix. The 
facility with which we can feel the gvowth will depend on 
its size and position. At times this is comparatively easy ; 
occasionally it is very difficult. A large extraruterine 
polypus is felt at once with the finger ; the principal danger 
is that we may confound it with inversion of the uterus. 
We are not so likely to mistake it for prolapse. 

We may thus tabulate the positive and negative signs of 
uterine polypus : 

Positive Signs. ^1. A tumour which has increased in size 
slowly, frequently growing from the cervix uteri, pyriform 
in shape, having a narrow neck or pedicle, insensible to 
touch, not painful when punctured, and varying in siza 

2. It may either be felt with the finger in utero, afWr 
dilatation of the cervix, and its size determined, or the 
uteiiuB Bound may he passed round its neck or pedicle. 

3. Haemorrhage is a constant accompaniment of polypus; 
at times there is a foul sanious dischai^e. 

-1. The tumour is either situated in the uterus or the 
vagina ; if in the uterus, the sound passes into the uterus 
from two and a half inches upwards, the cavity of the uterus 
being enlarged to accommodate the growth ; if in the vagina, 
we can trace the pedicle of the polypus to the cervix, and 
the uterine sound passes above this, inside the cervix, for 
over two and a half inches. 

5. There is no opening at the dependent portion of H^ 
tumour ; the encircling ring of the cervix is traced below it 
or around the pedicle, and the uterine sound can be ptiEed 
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inside the cervix, between the wall of the iiteriu and the 
tumour. 

6. By conjoined examination the fundus caa be felt iit 
position, and has no marked depression ; but the size and 
consistency of a polypus may be estimated. 

7. Fibroid polypus (likely to bo mistaken for inversion) 
may occur in nulliparoua women and virgins. 

Important Negative Signs.— 1. Absence of oa uterL 

2. Absence of pain. 

3. Absence of sensitiveness. 

The symptoms of polypi are hfemorrhage, uterine pain, 
leuccrrho3a, vesical and rectal distress, — dependent upon the 
size of the polypus and its position ; dragging pain in the 
back, and perhaps difficulty in walking if the polypus be 
large, and, occasionally, dysmenorrhcea. 

Treatment.— '&6ioTa removing a polypus we may have to 
endeavour to restore the patient's general health, shattered 
by the long-continued strain and loss of blood. This is 
done by preliminary rest, the use of astringents locally, and 
dilatation of the cervix by means of the larger bougies, 
by tents, or Barnes's dilator. 

The treatment for polypus is removal. We may remove 
a polypus by means of the i^craseur or the galvanic cautery 
wire. Small polypi may be twisted. Quite recently, in 
exploring a polypus, and passing my fingers to the cervix 
uteri, I felt an extremely narrow pedicle j by twisting the 
mass, which was about the size of an orange, y'ith my 
fingers, it came away in my hand. We require forremoval 
of polypi an ecraseur, a volsellum, a tenaculum, a polyp- 
tome, if the polypus be large. Dr. Atthill uses, in some 
cases, small canulie for securing the wire on the pedicle of 
the polypus, 

Dr. Atthill thus describes his method of employing the 
canolie : 'The ecraseur differs from an ordinary long wire 




r only in having the end modified so as to &II01 
the paBsage throagh it of two slendnr silver tubes identij 
with those ao well known as"Gooch'a canula}." These, 
armed with a wire of any strength, can be passed with 
ease up to the base of any polypus ; they are then to bis 
separated, and while one is held firmly, the other ia to be 
carried round the pedicle ; this can always be accomplished 
when a silk or hempen ligatura is used. It is very d 
cult indeed to carry a stiff wire round a large tumour n 




Via. J5S,— Removal of PolypuB by fcraseur and volselln (adaptd 
Erom Atthill). 
them, yet I have done it, and cases from time to time occur 
in which this method proves useful Having once got the 
wire round the tumour, the canulee are to be passed through 
ilie openings in the extremity of the ^raseur ; the ferasenr 
is then to be pushed up, guided by the canulte, till it comes 
in contact with the pedicle of the polypus ; the canulte can 
then be withdrawn, and the wire being attached to tlie 



, ^craseur, the operation is to be completed as if we were 
using an ordinary wire ijcraseur. This is, in point of fact, 
the adapting of the canulse of Gooch to the Scraseur.' 

To remove a polypus, if it should te intra-uterine, the 
uterus should be previously dilated. No anaesthetic is 
neoesBary. The removal should not be sufficiently painful 
or distressing to require it. In the instance of some large 
polypi in nulliparous women and virgins, it may be well, for 
a few days previous to operating, to distend the vagina with 
a Barnes's larger-sized hydrostatic bag. The woman may bo 
given a dose of bromide of potassium the night before the 
operation. She ia placed in the lithotomy position on a 
suitable couch or table, and by means of the fingers or a 
notched director the wire is carried well up to the pedicle 
of the tumour ; after which manceuvre, the ^craseur having 
been pushed as far as the neck of the polypus, the wire is 
gradually tightened. It can be now adjusted to the pedicle, 
as near as possible to the uterino wall, without injury to the 
latter. The tumour is then removed by slowly tighten- 
ing the wire in the usual manner. 

Any complaint of pain would be an indication of injury to 
the uterus. 

When severed, and loose in the vagina, it may be removed 
by an ovum forceps. If the polypus is very large, and 
cannot after detachment be brought away, or if it endangers 
the perinseum and its vessels, it must be divided with a 
polyptome. Sir J. Y. Simpson devised a cutting-hook for 
this purpose (Simpson's polyptome). The perinseum has 
been incised at either side of the mediary line, in order to 
enlarge the outlet, so as to facilitate the removal of a large 
polypus. 

I exhibited a large polypus at the Obstetric Section 
F the Academy of Medicine in Ireland, which I removed 
1 the uterus, and in which considerable difficulty was 
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experienced in its extraction from the vagiua in a nulliparoiis 
female. I then referred to the want of some instrument 




(which would combine the purpose of forceps and cutting- 
knife) for the safe removal of these large growths withaul 
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the necesBJty of incising tlie perinieum, or the risk of kcer- 
ating it. The application of the ^cmeeur to divide the 
tumour into segments is tedious, and at times difficult. 
With the aid of Messrs. Mayer and Meltzer, I devised the 
instrument shown in Fig. 157, This polyptome consists 
of a straight forceps, lightly made with slender blades, yet 
sufficiently strong to compress the tumour ; there is a groove 
cut in the lower fourth of these blades, and they are so 
shaped inside, that the edge of the movable knife or saiv 
glides easily along the blade. They lock readily on a. re 
volving pivot (d), and the same lock carries a shoit aheath, 
through which the knife passes. The handle of the forceps 
is at right angles to the shank, and each half is connected 
by a rack and pinion-bar. Three cutting-blades accompany 
the forceps, one (c) shaped somewhat like a dagger, so as to 
readily pierce any tumour, and cut from the centre outwards ; 
A second (&), broad and Hat, with a rounded edge ; the third 
(a), a saw. These are made of the finest tempered steel. 
The tumour can thus be grasped and cut through the centre, 
the blades either turned round in the vagina, the knife being 
withdrawn, or tlie forceps may be applied in a different 
direction, and the mass cut in four or more pieces. These 
segments may be separately withdrawn. After removal of 
the growth it is well to give a few doses of ergot, and occa- 
sionally to wash out the vagina ivith permanganate of potash 
solution. 
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UTERINE INFLAMMATORY STATES, ACUTE ASD CHKOIQ 

Hyperemia (Active and Passive). 
Acute — Metritis and Endometritis (Cervical and Corpor 

Chronic — (ii) Endoraetritis (Cervical and Corporeal), 

(b) Chronic Hyperplasia (syn. Sub-in volutioBi 

Chronic Metritis). ^^M 

(c) Catarrhal inflammation of Cervix. ^^M 
{d) Granular degeneration of Cervix. ^^H 

ins strictly exact ; but it 
L, for clinical purposes, 
placed before the student. Space will not permit 
than a brief notice of these different states. 

HypERiEMiA. — The vascular system of the uterus is 
ject to considerable fluctuations in its blood-supply. 
we would expect, not alone from its anatomical peculiarities 
in the distribution of the uterine vessels and the erectile 
muscular tissue which surroundd them, but also from the 
influences to which the uterus is subject periodically : such 
as menstruation, coitus, ovariau excitement, morbid 
growths, displacements, peri-uterine inflammations. Xar 
can we ignore, as Dr. Galabin rightly insists, the influence 
exerted on the uterine arteries by a reflex stimulu*- 
Hardly otherwise can we account for inflammatory mischief 
arising from some slight exj)osure to cold, or in some 
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instances, from the careful passage of the uterine aouod 
fftnd the uteriue distiirbance which follows mental shock 

and Phijsieal Signs, — Such seDsitiveaess and ten- 
jderneas are present in these cases as we might anticipate 
Dm a slightly swollen and targid womb. Perhaps there 
an exaggeration of the natural secretion, and a tendency 
excasaive menstrual flux, or some occasional irregularity 
of the periods, and metrorrhagia ; or it might be that on 
examination we detect a congenital defect, predisposing to 
stenosis and dysmenorrhosa, or a uterine displacement, or 
small fibroid. The patient complains of pain ia the back, 
and about the pelvis, and inabdity to walii much or to stand. 
Very often the sufferers are women who have to stand a 
great deal, or are occupied in some sedentary work. They 
may complain at the same time of dyspeptic symptoms. It 
may be that we discover cardiac or renal mischief, func- 
tional cardiac murmurs, and that the urine is of low specific 
ity. 
Treatment — General hygienic measures ; such rest as can 
obtained ; avoidance of coitns ; change of air ; the 
warm vaginal douche; local depletion ; the use of Kreuz- 
aach and Kissingen waters ; bromides of potassium and 
ammonia ; the combination, already recommended, of ergo- 
tine, quinine, and lupuline ; the glycerine tampon (applied 
with Barnes's introducer, and worn at night) ; iodine baths ; 
the use of the bath speculum ; regulation of the bowels by 
proper aperients ; the saline waters ; occasional enemata. 

Passive Hypek.^iia.— If we do not see the case in 
the earlier stage of hyperiemia, there is very often a pro- 
tracted history, and the general health has been for some 
time affected. The same causes as those enumerated in 
bringing about active hypersemia have been and con- 
tinue in operation. It is this condition of uterus which, 
when persistent, leads to general hypertrophy of tlie uterina 
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tissues, and even to chronic hyperplasia. The same ii 
cations for treatment exist as in the active state. We mot 
endeavour to correct any general or constitutional fault, 
while we control local congestion and subdue irritation. 

Acute Metjutis and Endometkitis. — For clinical pur- 
poses we may define this state as that of acute inflanunatioa 
of the uterine parenchyma and the mucous membrane of 
the uterine canal. While we cannot separate pathologically 
the inflammation which attacks tlie muscular tissue of the 
uterus and its peritoneal covering from that which involves 
its mucous membrane, both being very generally associated 
and intercurrent, still, clinically, this division into acute and 
chronic metritis and endometritis ia an old practical dis- 
tinction which for clinical purposes it is as well to pre- 
serve. Most frequently the inflammation commences in 
the endometrium, and spreads to the muscular structure 
and cellular elements. On the other hand, the attack may 
begin in the peri-uterine cellular tissue, or the abdominal 
or uterine peritoneum. In such a manual as this it ia better 
to take these associated conditions together, and discUES 
them at the same time. 

Caumlion. — Wounds; injury; any shocks transnutted to 
the uterus ; operations ; cold caught during a menatnial 
period; septic infection; intra-uterine medication; the use 
of stem pessaries or the uterine sound ; gonorrhcea ; vagi- 

Sipnptoms and Fhysical Signs. — EigoTs; high tcmperatare; 
pain and tenderness in the hypogastric region ; sense of 
fulness in the vagina, accompanied by heat and sensitive- 
ness ; absence of the vaginal secretion ; viscid discharge 
from the uterus, changing to purulent — this discharge la at 
times acrid and irritating to the skin of the vulva. On 
digital examination the uterus is found enlarged aod veiy 
sensitive ; the lips of the os uteri have a tendency to gl^ 




1 With the Bpeculum the os appears swollen and ccdematouB ; 
' a characteristic transparent and most tenacious mucous dis- 
charge fills the OS, or at times hangs in sl)reds from it. 

Septic metritis — in the marked preliminary pyrexial 
eymptoms, the great pain, the accompanying peritoneal 
mischief, and the history of a definite cause, as an opera- 
tion, injury, septic contagion — is not likely, with the exer- 
cise of carp, to ba confounded with any other afi'ection. 
The approach of pelvic or general peritonitis is marked by 
varying degrees of immobility of the uterus, abdominal 
tenderness, and tympanites. So far aa my experience 
enables me to form an opinion, I may say that I do not 
believe in any such affection as uncomplicated metritis. I 
have never seen a case of metritis run its course without 
some degree of pelvic peritonitis, cellulitis, or endometritis 
accompanying it. 

Diagnosis. — If with the foregoing symptoms we find, on 
digital examination and the bimanual method, that the 
uterus is enlarged and sensitive, while the vaginal passage 
is hot or swollen, we can have no doubt of the nature of 
the affection. 

Prognosis. — This must always be cautiously expressed. 
Should the inSammation end in abscess, peritonitis, or 
septiccemia, the issue may prove rapidly fatal. On the 
other hand, if the indammation remains localized, and the 
symptoms yield to active treatment, it may terminate in a 
few days, or it may pass into a chronic form, leaving the 
patient with an enlarged (parenchymatous) uterus and en- 
domotritis. It is, I believe, impossible to diagnose a 
metritic abscess. It is hardly necessary to insist on the 
danger of using the uterine sound in any case of acute in- 
dammation of the uterus or its peritoneal connections. 

Treatment. — In acute septic metritis, leeches may be 

^lied (eight to twelve) over the hypogastric region, doaa 
\5— 1 
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to the pubes ; warm comi)reE3es should be used ; 
piline, sprinkled mth laudanum and belladonna, appliea 
over the uterus ; a thin linseed poultice, covered with 
oiled silk; tui^jentiue, mixed with laudanum, laid over 
the lower part of the abdomen, if there be tympanites. 
An ointment composed of oleate of mercury and morphia 
(10 per cent.) with extract of belladonna Epreod on a 
piece of linen, and laid on the abdomen, under the moist 
compress or Bpoogio-piline, will be found of use. A 
Leiter's temperature-regulator may be worn over the pubes. 
Aveling'a coil of the 6ame tubing, which fits into a cup and 
stem, and which can be worn in the vagina, is an ingenioue 
application of Leiter'a plan. The medicines we rely on are, 
opium, i to I gr. doses every third or fourth hour ; quinine, 
in doses of 3 grs. every third hour, either alone or combined 
with the opium. If there be high temperature, then re- 
peated doses of 10 to 20 grs. generally reduce it, if the 
patient can tolerate these ; or Warburg's tincture may be 
given. The patient must be fed on liquid nourishment, such aa 
milk, chicken-broth, beef-tea. Alcohol should be given, ac- 
cording to the patient's strength, and its effects on the pulse 
and tongue watched. In the meantime, the vagina should he 
washed out with warm water, to which some Condy'a fluid nr 
carbolic acid is added, and this repeated every four hours. 
In simple metritis and in endometritis, the treatment roust 
be regulated according to the severity of the aymptomf- 
The vaginal douche of water, from 100° to 110°; local de- 
pletion, by means of leeches applied to the cervbc or the 
uterine lancet, may be of service ; but as a rule, save in 
chronic endometritis, it is better to avoid this local tamper- 
ing. In all cases of acute uterine inflammation, the sil- 
ministration, in the early stages, of a saline is of service : 
the spirit of mindererus (liq. am. acet), with sweet spiriu 
of nitre ; bicarbonate and citrate of potash ; the saliuc 



/Ure or sulphate of magnesia and infusion of r 
perbaps the simplest and most UBeful. If the bowel be 
costive and the tongue coated, the administration of a few- 
grains of calomel at bedtime, followed by a Baline aperient 
in tbe morning, will benefit. 

Chronic Metritis.— The student had better disassociate 
that condition understood by some gynecologists as ' chronic 
metritis ' from the acute metritis which we have just con- 
sidered. This state is not, as that term would lead him to 
suppose, the consequence of any acute iuflammatory change 
in the uterine tissues. It is not, or at any rate very rarely 
an arrested resolution, as in other inflammatory pro- 
' a chronic character. This remark applies more 
■especially to that form of chronic metritis in which the 
parenchyma of the uterus is the part principally affected. 
"When the acute inflammation of the mucous membrane has 
subsided, we find that a chronic state of congestion and 
catarrh occasionally remains, which becomes aggravated in 
time. The parenchymatous inflammation which accom- 
panies this chronic catarrh of the cervix or body has arisen 
independently of any inflammatory change in the paren- 
chyma. It is this liyperplastic change that we have to con- 
sider in chronic metritis. At the same time, we cannot, as 
Schroeder insists, separate from chronic metritis the idea of 
congestion, swelling, and pain; and consequently the clinical 
value of the term remains unchanged. 

Chronic Cervical ENDOitETRms-^The clinical division 
of endometritis into cervical and corporeal is of consider- 
able importance, and the old term of ' endocervicitis ' still 
retains its clinical significance. 

Pathvlogy. — There is inflammation of the cervical mucous 
membrane and the glands of Nabotli ; hypersecretion of 
glairy mucus, allcaline in character ; enlargement and 
elevation of the papillse, giving these the appearancfe oi 
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graDuI&tionB, so that the cervix assumes a granular appc 
ance (these granulations bleed readily) ; abrasion of I 
epithelium. This condition is commonly and erroneously 
spoken of in practice as ' ulceration.' It is perhaps the 
most frequently met with of all nterine inflammation s. 

Causation. — Gaillard Thomas divides the causes of chrom'c 
endometritis under two heads, PredhjiOsiTtff and Emting. 
We may group these thus r 

1, Predisposing: 

Gonstituttoual (scrofula, tubercle, chlorosis). 

Defective diet. 

Excessive lactation. 

Frequent labours and subinvolution. 

Mental causes, 

2. Exciting : 

Displacement. 

Excessive coition. 

Exposure to cold during menstruation. 

Gonorrhcea. 

Vaginitis. 

Displacements. 

Stenosis of cervix. 

Laceration of cervix. 

Abortion, miscarriage, parturition. 

Si/mplmns arid Physical Signs. -^Velvlc pains and back-ache, 
attended by difficulty in walking ; leucorrhrea of a viscM 
character ; vaginitis (occasionally) ; dyspareunia ; sterility, 
from the impediment to the passage of the semen, ini 
the action of the secretion on the spermatozoa; deterion- 
tion in the general health. 

On examination by the finger and speculum, we fiol 
generally, the os uteri denuded of its epithelium ; perlu^ 
some surrounding abrasions or granular degeneration of the 
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Ijacent cervix. There is the typical glairy and viscid dia- 
large occasionally blocking iip the cervix, aud removed 
th difficulty. Dysmenorrhcea is a not unusual attendant, 

version or flexion. 

Prognosis. — As it is the moat frequent, so is it often the 

lOBt obstinate and inveterate of uterine states. It is the 

lexperience of every practitioner that endometritis, both 

loervical nnd corporeal, yields occasionally to no treatment. 

Or, even when we have succeeded in altering the nature of 

the secretion, and have finally arrested it, a lull in the treat- 

ineut is followed by a return of the old complaint in as 

;ravated a form as before. The longer the affection has 

ited, and the more viscid and stringy the discharge, espe- 

,lly in those cases of malformed uterus, the worse is the 

gnosis. 

Treatmenl — Local Therapeutk Measures. — As I have already 
Ferred to the methods of applying various substances to 
the interior of the ut-erus and the manner of dressing the 
cervix, I shall only enumerate briefly the most efficient 
means of treating the catarrhal condition of the cervical 
canal. The first and most important point to decide is, 
whether the inflammation is localized in the cervix, or in- 
volves the fundus. In this we must be guided by the 
character of the discharge, aud the size and sensitiveness of 
the body of the uterus. 

Assuming that the cervix alone is inflamed, our first step 
shonld be to secure such dilatation of the cervical caoal and 
OS uteri as will permit of the free flow of any discharge, and 
also allow room for a topical application to the mucous 
membrane. This is best done by bilateral incisions, as be- 
fore described, with a Kuchenmeister's scissors. 

The loss of blood consequent upon the incisions will be 
service. The occasional passage of a uterine bougie will 
re sufficient dilatation. The uterus must be dressed 



repeatedly, and tbe plug of cervical mucus iriped cleanly 
away, either with a small piece of dry sponge fixed on a 
sponge-holder, or with a little cotton-wool rolled tightly 
round the point of a rough uterine probe. The hot 
l1 douche should be used three times daily. A litti 




borax, carbonate of soda, boiled starch, Condy'a Quid, 
laudanum, or tincture of iodine, may be added to tlie water 
It is well occasionally to deplete the cervix, and about half 
an ounce to an ounce of blood may be taken. Such thera- 
peutic means as carbolic acid and glycerine, tincture of iodine 
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ind glycerine, cliromic acid solution, nitrata of silver, Braxton 
Hicks' faaed crayons, or iodoform, can be used. The nitrate 
of silver may be applied on a uterine probe, by first fusing a. 
little of the silver salt in a small crucible (Fig. 70) over a 
spirit-lamp, and then dipping the point of tlie probe into the 
cup, so as to get a film of the nitrate of silver on it. But 
by far the most efficient and, I believe, perfectly safe agent, 
applied with due care, is fuming nitric acid. Xhia 
should be used with cotton-wool, wrapped tightly round a 
Playfair probe. When applying it merely to the canal of 
the cervix, it is not necessary to use a canula. Always 
after applying any of these agents, a glycerine tampon should 
passed into the vagina. 

General Trealment. — The patient must abstain from coitus ; 
have such outdoor exercise as common-sense will dictate to 
be suitable to her strength j suf&oient rest in the horizontal 
position is necessary ; much standing is to be avoided ; 
change of air, proper tepid bathing of the body, simple yet 
nutritious diet, moderation in alcohol, long hoars of rest, 
careful attention to tlie secretions, are all important aids 
towards curing the disease, Tlie most important medicines 
are arsenic, quinine, the mineral acids : with the vegetable 
tonics, bark, columba, gentian, nux vomica. If there be 

lervous excitement and much pain, the bromides are indi- 
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^^1 PaOiatogij. — While it is of the utmost importance to re- 

^^^;nise the clinical fact that chronic cervical endometritis 

^^Wr se is a frequently occurring affection of the uterus, it 

must not be thought that endometritis of the body is 

ordinarily met with apart from the cervical catarrh. On 

i contrary, every practitioner knows that the corporeal 

iflainniation ia nearly always attended by varying 






of cervical endometritis. In chronic corpoieal endometritis, 
it happens then, generally, that not only the utricular glands 
of the body are involved, but also those of Naboth in the 
cervix. The exaggeration of the natural secretion from the 
utricular glands is the most prominent sign of the affection. 
From the account of post-mortem examinations (Scanzoni 
and Thomas), the mucous membrane ia found, at the com- 
mencement of this disorder, swollen and reddened ; later on, 
it is paler and of a gray colour. 

The glands are finally atrophied, the mucous membrane 
is deprived of epithelium, and the deeper layers ft 
sprouting granulations, which, at times, assume the apj 
ance of small polypi. 

The cavity of the body is enlarged if the disease lasts 
any length of time, and there may be a lining of connective- 
tissue, which takes the place of the natural mucous mem- 
brane. 

Causation. — Those causes which operate in producing the 
cervical likewise bring about the corporeal endometritis. 
I wish, however, to direct special attention to a few uterine 
affections with which endometritis is constantly associated, 
or that it follows. 

Subinvolution of the uterus. 

Abortion and miscarriage. 

Obstructive dysmenorrhcca. 

Prolonged lactation. 

Flexions, 

Gonorrhcea. 

Vaginitis, 

Si/mploms and Physical Svjng. — Profuse glairy dischargflii 
times coloured, and tinged with blood, or purulent 
shreddy; disorders of menstruation; sterility; all 
symptoms of cervical endometritis in an aggravated fc 
Frequently there is enlargement of the uterine canal, 
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Increased sensitiveness of the entire uterus, whicli is, by 
■lliuianual examination, found enlarged. 

Treatment. — I liave already alluded to the various local 
applications which may be used for the treatment of this 
affection. Intra-titerine medication has been referred to, 
and the different methods of applying absorbent, emollient, 
Btimulant and caustic remedies to tlie uterine cavity. I 
have also pointed out the special dangers of iutra-uterino 
injections. It is not necessary to refer to these matters a 
second time. The practitioner will find that any or every 
form of treatment will fail in some long-existing cases of 
endometritis. Even after the curette has been used, or 
nitric acid applied to the cavity of the fuodns, discharge 
returns, and some of the symptoms persist. Of ail the 
agents enumerated, I prefer the fuming nitric acid, applied 
with the precautions already insisted on. After an interval 
of rest, if the symptoms continue, a second application may 
be called for. Let me briefly state what, in practice, I have 
found to be the most efficient treatment of corporeal endo- 
metritis : 

tl. General ti-eatment, such aa that indicated in cer- 
citis. 
2. Dilatation of the internal os with tents or bougies. 
3. Application of nitric acid to the cavity of the fundus. 
4. The dull wire curette of Sims used to the cavity, 
pecially if from metrorrhagic discharge there is reason to 
|, suspect a granular condition, or fungosities or a polypoid 
state. 

. This treatment, alternated with other intra-uterine 
dication, especially carbolic acid aud iodine. 
, Depletion of the cervif . 

. The vaginal douche, using with it, occasionally, iodine, 
rax, carbonate of soda, Kreuznach water, and the mother- 



8. The persistent use of giycerioe and aEtriogent tam- 
pons. 

U, If there la a displacement, rectifying this, and adjust- 
ing a pessary, when the inflammatory state has been treated 
for Bome time. 

SfBiN VOLUTION. — As I have always taught students to 
regard subinvolution of the uterus as chronic metritis or 
chronic hyperplasia, and as this view is now generally 
agreed on by leading gynecologists on the Continent, in 
America, and in the United Kingdom, it is that which I 
shall briefly represent here. To comprehend the change in 
the views of uterine pathologists — -from the time when 
Dr. Henry Bennet so ably advocated the doctrine of uterine 
inflammation as a cause of chronic uterine enlargement and 
other morbid uterine conditions, to the present day, when 
his views are rather to he regarded as historical records 
than as matters for dispute — the student must consult the 
works of Gaillard Thomas, Klob, Scanzoni, Bamea, GraiJy, 
Hewitt, and other writers. 

PaUwloffi/.^Tha entire organ is enlarged, its walls are 
thickened, and its cavity increased in size. The student 
obtains the best idea of the causes of this iucreau^ 
when he recollects the changes which occur in the tissues 
■ — muscular, cellular, lymphatic, and vascular — of the 
pregnant uterus. After conception, all these tissues are 
enlarged. The period of complete development is arrived 
at when parturition occurs. After labour there is a pro- 
cess of ' retrograde metamorphosis,' when the uterus, espe- 
cially during the puerperal month, passes through the 
series of changes which constitute involution. Abaorplion 
of debris, fatty degeneration of the muscular tissue, oni 
formation of new elements, are the means by which this 
change is accomplished &nd completed, in a period of ftwn 
six to eight weeks. Should this change be arrested 
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have an absorbed fatty dilbris ; enlarged 
lascular fibres, with embryonic elements of nevr tissue ; 
hypertropHed areolar tissue ; increased size, both of the 
bloodvessels and lymphatics. While the muscular elements 
thus stationary, or after a little time commence to 
rophy, the connective- tissue is increased, and the uterus 
arrested in a state of general eougestion, with enlarged 
jsels. According to Finn of St^ Petersburg, the hyper- 
plasia of the muscular fibres is an essential part of the pro- 
cess, the augmentation in the connective-tissue iufiuenclng 
it but little. The number of muscular fibres is always in- 
creased. There is no difficulty in understanding why 
hyperplastic deposits and rapid development of connective- 
tissue follow. This hyperplasia is the essential pathological, 
condition of the affection. As occurs elsewhere, the con- 
nective-tissue growth strangles the vessels, and consecutive 
atrophy follows. Change in colour and size of the uterus 
is the result. The last stage is one of contraction and 
shrinking. The practitioner meets constantly with cases in 
which, with cervical endometritis, the uterus is enlarged 
and subinvoluted. 

I have at the present time four patients under my care, all 
having the cavity of the uterus enlarged to the extent of three 
inches and over, suffering from chronic endometritis. None 
of the three have had childreD. One is unmarried, and has a 
sclerosed state of the anterior wall of the cervix ; a second 
is also unmarried, and sufiering from anteflexion ; the other 
two are married, and have suffered from endometritis from 
girlhood : they never conceived. The chronic congestion — 
which leads to effusion, hypertrophy, enlargement of the 
uterus, and hyperplastic change, with cellular tissue forma- 
tion — may, and frequently does, arise in other ways than 
aa a sequence of pregnancy. 

CaiisaHon. — Parturition and neglect during the puerperal 
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month; rising too soon after delivery, standing 
exertion ; puorperal peritonitis, or metritis ; laceration ol 
the cervix; endometritis, corporeal and cervical, and the 
causes which produce these states ; frequent pregnancies ; 
prolonged lactation ; versions and flexions. 

DiaynosU. — By digital examination, if the cervix be in- 
volved, we detect a rather open oa, which ia swollen and 
painful ; a sensitive but hard cervix, which has descended 
in the pelvis; and the uterus either anteverted or retroverted, 
more frequently in the former position. By the bimanual 
examination the body of the uterus is found enlarged, and 
by careful palpation the fundus is discovered, unless it be 
retroverted, above the pubes. The uterine sound passes 
for the extent of three or three and a half inches before it 
is arrested at the fundus. The history of the case, pointing 
either to an old endometritis, to recent parturition or abor- 
tion, or irregularity in the menstrual flow {either amenor- 
rhcea or metrorrhagia), will confirm the diagnosis. The 
chance of pregnancy existing must be carefully remembered; 
and if any doubt exists, it is better to postpone the passage 
of the uterine sound. There are some vegative signs, it ia 
well to remember. The cervix is not soft ; there is no pro- 
gressive enlargement of the uterus from month to month ; 
the uterus does not generally enlarge beyond from three mi 
ahalf to four inches ; there is no cachexia ; the leucorrhtEal 
discharge, if any exists, is not foul-smelling. With these 
facts in our mind, we are not likely to mistake chronic 
hyperplasia for either early pregnancy or scirrhus of the 
uterus. 

Sijmptoms, — There is scarcely any symptom, either consti- 
tutional or local, attendant upon a uterine affection, that a 
woman afflicted with subinvolution of the womb may not 
suffer from. To enumerate these would be to recapitnlsU 
all the various local and pelvic pdns and reflex disturbance! 
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Irhich arise ^om chronic endometritis and enlargement of 
(the womb, and from displacement. The iatensity of the 
symptoms will depend on whether the fundus alone, or the 
cervix, or both, are enlarged. The more prominent symp- 
toms usually are : difficulty in walking, lumbar and sacral 
pain, pelvic distress from pressure on the bladder or rectum, 
nausea, dyspareunia, and dislike for food, and various nervous 
disorders. If the fundus he fbe part principally engaged, 
there is very often menorrhagia or metrorrhagia. 

Treatment. — If inflammatory conditions of the endome- 
trium are present, these must be treated in the manner 
already indicated by intra-uterine caustics and medication. 
The vaginal douche is essential. The uterus should at 
periodical intervals be freely depleted, and the glycerine 
tampon used regularly. Gaillard Thomas (after Aran) ad- 
vises free vesication of the cervix, through a cylindrical 
speculum which embraces it tightly. Vesicating collodion. 
is used. The patient rests in bed after its application, 
and a glycerine pledget is worn. The discharge of serum 
occuFB within twelve hours. Any laceration of the cervix 
has to be closed. 

In the treatment of both chronic hyperplasia and cervical 
endometritis, the iodized pledgets of absorbent wool 
(Messrs. Savory and Moore, and Corbyn and Co.), dipped 
in glycerine and applied to the cervix, are often of benefit. 
They may be retained in position by a tampon of salicylic 
'ool and glycerine. But perhaps the most important 

rtion of the treatment consists in attention to the general 
nd in securing judicious rest without unnecessary 

1 prolonged confinement, which often leads to a state of 

ronic invalidism. 

J intercourse must be avoided, or only indulged in 

long intervals. Weir Mitchell's rest plan may be tried, 
[ the manner already detailed. To those who can afford 
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it, a course of waters and baths at Kreuznach, Kissingen, or 
Ems may be recommended ; Schwalbach or Barrages, if a 
ferruginous spa is indicated. At all times, change of air, 
temporary residence by the seaside — and no country is so 
rich in health-giving seacoast resorts as England — will do 
much to assist treatment. 



I 



CHAPTER XVI. 

liCERATION OP THE CERVIX. 

This leaion, varyiug in the number of rents or fiaaurea of 
the cervix, their depth, and the degree of pouting of the 
cervical cana], is the consequence of lahour. It results 
most frequently from manual or instrumental interference, 
and too early rupture of the membraneB. In short, it is 
often the fruit of ' meddlesome ' midwifery and hastily con- 
ducted labours. 



I The rent is generally transverse, for, aa Goodell explaina, 
e fissure-line, when lying in this direction, crosses the 
axis of motion of the uterus, and hence the tendency to 
separation of the flaps. At other times the fissures are 
multiple, as in this drawing after Emmet. 

According to the same authority, laceration is moat fre- 
quent on the left side, this being attributed to the position 
of the child's head in the right oblique diameter, the occiput 
lying anteriorly, and to the left. The percentage of women 




Fio. 169.— Stellate laceration (Ei 
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who suffer firom uterine disease, vho are subject to lacera- 
tion of the cervix, has been variously estimated by leading 
American writers at from ten to forty per cent (Munde, 
Ambrose Fallen, Barker, Emmet, Goodell). 

That the cervix uteri is more or leaa torn in a large pro- 
portion of labours, all will admit. But a large percentage 
of such rents close spontaneously, and a considerable number 
cannot be said to cause either ill consequences or any suf- 
fering to the woman. 

Practitioners must not, then, take up any extreme view 
of the necessity for interference in every case of lacerated 
cervix. Its relation to morbid womb conditions is now 
generally acknowledged, and we have especially to thank 
American gynecologists for this, as for many other valuable 
additions to uterine pathology. We have, howeyer, to 
avoid being influenced in practice by an exaggeration of the 
results which follow from a laceration. A careful examjiii- 
tion of the uterus will enable us to judge of the case de- 
manding operative interference, and the one which msy 
safely be dealt with by palliative measures, or let alone. 

IHag^no^is. — Though in the majority of cases there is not 
any difficulty, with a careful examination, in discovering » 
laceration of the cervix, still, there is little doubt but that il 
often escapes detection. This is more apt to occur when 
there is a considerable abrasion of the cervix ; the so-called 
' ulceration ' of the 03 uteri. 

When the cylindrical speculum is used, this is more 
likely to happen, for we may press the lips of the fissure 
together, and thus close the torn lips of tho mouth of &t 
womb. 

An examination for a laceration of the cervix murf l* 
made in this manner : the woman is placed in the 
prone position, and Sims's speculum is applied ; a tea: 
is hooked into each lip of the rent, and the two are 



I ibrwards, when, if it be a laceration, the raw surface disap- 
r pears, and the characteristic cleft is left. 

Conse^uCTices.— Erosion of the oa and cervix ; eversion of 
the cervical canal; subinvolution; endometritis; perimetritis; 
cellulitis; cicatrization of the cervix, and sterility. There is 
little doubt that it predisposes to epithelioma and malignant 
disease of the cervix. 

Symptoms. — These will depend, in urgency and severity, 
on the extent and depth of the laceration, and the inveterate 
character or the intensity of the attendant complications. 
If the laceration is chronic, and has not skinned over, we 
find frequently an easily-bleeding cervix, menorrhagia, 
endocervical discharge, pain in walking, loss of sexual 
desire, neuralgia and reflex nervous disturbances. 

Treatment. — It is either palliative or operative. The 
palliative treatment consists in rest, warm vaginal douche, 
local depletion, treatment of the eroded cervix, glycerine 
tampons, astringent douches ; such remedies as borax and 
glycerine, tannio and glycerine, carbolic acid and glycerine 
with iodine, and the other means spoken of for the treat- 
ment of menorrhagia. Preparations of the mineral acids 
with quinine and bark should be given. If the womb is in 
a state of subinvolution, ergot may be aUmiiiiatered. 

To help in the skinning over of the eroded snifaco, and the 
glazing of the congested popillfe, preparations of iodine, 
chromic acid, weak nitrate of silver, and perchloride of iron 
solutions may be used locally. 

Emmet advises, as a palliative measure, the passing of a 
silver suture through the flaps to prevent them from 
gaping. 

Operative Measures. — These are not to be thought of until 
by such palliative treatment as that just detailed the uterus 
I brought into a fit state for operation, and all symptoms 

'. iaflammation or perimetritis have disappeared. The 
16—2 
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week after a menstrual period is chosen. The bromides 
may be given for a few days previously, and a hot vaginal 

douche to restrain the bleeding should he used immediately 
before the operation. The instruments required are u 




PiQ. 180 Siins'a Elbow Sciflaora. Fm, 161.— Emmet's Need!* Mni 

Holder. 

vaginal douche, a duck-bill speculum, long-handled knife, 
curved Bciaaors, tenaculum, some short lance-headed needles 
of Emmet or Sima, needle-holder, a reel of Bantock's non- 
absorbent silk, or silver wire, and forceps. 
Trachelorraphy is thus performed. The patient is brougU 
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(annsthetized, though not neceaaarily, as the operation is 
not veiy paiaful) well to the edge of the bed or operating 
conch ; the cervix is exposed, and drawn down with the 




Fio. 162. — Emmet's openttion — deiiadedEUTfMieuidn]tiire»(Eiiuiiet), 
voleella, and kept in position by an assistant The edges 
of the laceration are first brought into a position to jndge 




Vw. 163. — Sutures pawed. Fia. 161. — Sutures applied. 

how far the uterine surfaces have to be denuded. A stout 
rubber watch-spring ring is slipped on to the base of the 
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cenrix to control bleeding. Tha vagina ia washed out with 
aome carbolized water.' 

The operator begins by denuding one aide of the lacera- 
tion, and removing the tissue, as shown in the drawing. 

The cicatricial tissue in the angle of the laceration is com- 
pletely removed. The same step is taken on the other side 
if the laceration ia bilateral. A broad strip of the cervical 
surface is left untouched, to form a future cervical 

Fig. 1 62 shows the surface denuded, and the course of the 
sutures, after Emmet Fig. 163 exemplifies the way in 
which the sutures lie in the cervix before they are tightened. 
Fig. 164 explains the closure of the cervix and the tying of 
the sutures. The sutures are passed in the order 1, 3, 3, 4. 
One side is first united, and closed, and afterwards tlie 
other. It is better, after operating, to draw off the patient's 
urine. But from the third day she may pass water herself, 
leaning forwards on her knees. The vagina is regularly 
washed out with some weak disinfectant wash. The 
sutures may remain from seven to ten daya 
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) GRANULAR DEGENERATION OF THE CERVIX. 



Palliologi/. —The term 'ulceration' of the uterus haa 
almost disappeared from the vocabulary of the gynecologist. 
TMb remark refers to ordinary inftammatioQ, as the malig- 
nant and syphilitic ulcers have 3ti]l to be described. But 
that condition, which was erroneously regarded as one of 
ulceration, has been proved to be nothing more than a 
desquamation of the superficial epithelial layer covering 
the hps of the os uteri and cervix. This is attended by in- 
creased vascularity and growth of villous projections, which 
protrude on the surface under the single layer of epithelial 
cells. Up to a comparatively recent date, it was taught 
that the bright spots seen within the area of the eroded or 
granular patch were hypertrophied papDlte, enlai^cd and 
highly vascular. Thus Scanzoni describes an 'aphthous' 
eiosioD, in which the mucous membrane is denuded of 
epithelium ; and Schroeder includes a notice of ' ulcers ' of 
the cervix with ' erosions," and describes a papillary form of 
^■erosion in which the papillie develop into ' granular eleva- 
^H^ns.' According to the researches of Euge and Veit, the 
^Bftvr surface is covered with a single layer of epithelium, 
^^and the supposed papillary granulations are neoplastic 
formations. Recesses are formed by extensions inwards of 
the epithelium, and thus a papillary or villous appearance 
« given to the erosion. Triction, even such as is necessi- 



tated in wiping away tbe thick purulent secretion which is 
found covering the cervix, causes bleeding from the Buper- 
ficiol bloodvcBSols. This state has received the name in 
this country of ' cocb's-comb ' ulcer or granulation. But 
the accompanying change in the follicles of the cervix is not 
to be lost sight of. The glands are distended, the openings 
are gradually closed, through swelling of the adjacent tissue, 
or the formation of new connective-tissue. Cysts 
formed, some of which may burst on the surface and c 
charge their contents. This cystic degeneration may I 
volve the entire cervix. 

Causaiion, — Erosion of the cervix, with cervical catarrh, 
is perhaps the commonest of all the diseased conditions of 
the uterus which we are called on to treat. This does not 
surprise us, when we remember that it may attend on a 
the other congested states of the uterus and cervix t 
we meet with in practice : as, for example, displac 
lacerations of the cervix, and vaginitis. We find it present 
in tubercular, syphilitic, and strumous constitutions. It 
may be induced by the use of a pessary. I feel certain 
that this latter habit acts more frequently as an exciting 
cause thcin is generally thought. 

Symptoms and Physical Signs. — These will in great 
measure depend upon the degree to which the uterus is in- 
volved in any coexisting disease, such as endometritis, 
hyperplasia, vaginitis, gonorrhceal infection. Coloured 
leucorrhceal discharge, pain when walking or standing, 
lumbar and sacral pain, dyspareunia, general lassitude, in- 
ability to undergo fatigue or any exertion, loss of appetitB, 
are among the symptoms most frequently complained of. 
On digital examination, the os uteri feels soft and moist, 
and the granular or eroded surface is felt by the finger, 
When the speculum is introduced, the os and adjacent 
cervix are covered with a creamy purulent discharge, pet- 
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Ups tinged with blood. When this is wiped off with a little 
toft cotton wool, the underlying eroded or granular surface is 
seen. Frequently there is a fissure of the cervix, the result 
of an old laceration. The os and cervix bleed readily when 
they are wiped with the sponge or wool. If endometritis 
coexist, the characteristic discharge issues from the os 
uteri, viscid and glairy. If there has been gonorrhcea, the 
uterine discharge will often be found purulent, of a dirty 
yellow colour, covering like a layer of discoloured cream 
the surface of the wool. The discharge has a slight ftetor. 
In these cases also there is accompanying vaginitis, and 
probably, if the disease be chronic, an accompanying granular 
condition of the vagina. 

Treatment. — The treatment may be thus summarized : 

Generu/.— Rest : prevention of vaginal friction by a 
vaginal rest ; the adjustment, if the uterus be displaced, of 
a suitable pessary; the horizontal position; avoidance of 
exercise and all sexual intercourse. 

Tonics : Quinine and arsenic ; mineral acids and bark ; 
the combination of the bromides with vegetable tonics. 

ioiw/,-— Vaginal douches, with any of the following added 
to the water : borate of soda, sulpho-carbolate of zinc, acetate 
of lead, Condy's fluid, carbolic acid, alum, tannin (Jss. of 
the borate of soda and Ji. of any of the other remedies 
added to a gallon of water). 

Topical Applications. — Nitrate of silver (the fused sticks 
before referred to, or the solutioii in different strengths) ; 
carbolic acid and glycerine ; nitric acid ; Kichardson's 
styptic colloid; pigment of iodine (iodine Ji., rectified 
spirit 31, flexdo collodion 3ss.); chromic acid (31. — Ji-); 
iodoform ; perchloride of iron solution (51.^ — 31. glycerine) ; 
chloride of zinc (ji. — 3i-)- 

Vaginai Tampons of glycerine, glycerine and tannin, 
jdycerine and boracic acid. 
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OitdmenU (to deanse and Eoothe irritation) of vaseline, 
with carbolic a^id, iodoform, tannin, belladonna, morphia. 
(Coumarin, a few grains to the ounce, disguisea the odour 
of iodoform.) 

Bqildion. — Great benefit will often follow the occaaonal 
use of the uterine lancet. When used, three or four in- 
cisions of the usual depth should be made, and a few ounces 
of blood taken. If there are any exuberant granulations 
they may be snipped off with the ecisaors. 

Vaginal Sftpjiositories. — Those of belladonna, opium, 
acetate of lead, tannic acid, oside of idnc, and iodoform are 
some of the best. 

Mauagemtid of Endometritis wUh Laceration of the Cervix.— 
Should these affections coexist, they must be dealt with as 
already indicated. 

There are some general hints for the management of thesa 
granular states of the os and cervix which I tbiok it well 
to add : 

1. Give a guarded opinion in reply to the question of 
the patient or friend, as to the length of time a severe 
erosion or granular condition of the cervix will take to hesl, 
The affection, especially if there is any coexisting disease of 
the uterus, must be tedious. 

2. A fair judgment of the tendency to cure may be 
formed from the subsidence of the villous projections; the 
disappearance of granulations ; the paleness of the exposes! 
surface, and its diminished vascularity; the tendency W 
skin over ; the diminution of discharge. 

3. There is the danger of over-treaiiny this affection by 
the too frequent use and prolonged application of powerfo! 
caustics or astringents. The strength of every applicaUoD 
must be regulated by the severity of the case, and deter- 
mined by the surgical instinct of tbe practitioner. N" 
routine rule of using this or that strength of any agent 
should be followed. 



. Place as much, if not more, reliance on j 
' rest and eootbing applications as on other local njedication. 

5. Do not pronounce the case cured until the surface has 
completely healed, and the patient has been subsequently 
under observation for a little time. 

FoLUCULAR Degener-^tion. — Three pathological con- 
ditions of the OS uteri and cervix are closely allied to each 
other, both in their etiology and histology ; theeo are : 
follicular degeneration, mucous polypi, and follicular hyper- 
trophy. All three are commonly associated with either a 
congested, eroded, of lacerated cervix, and eversion or 
' ectropion ' of the lips of the os uteri. In all three there 
are congestion and hyper-distension of the glands of the 
cervix (ovula Ifabothi) ; this leads to a cystic condition, 
and these cysts either rupture, or through hypertrophy of 
the subjacent tissue are forced forwards in the form of 
polypi, or in the external vaginal surface of the os uteri 
they form grey or yellow cystic projections, which frequently 
have purulent contents, but are more usually filled with 
colloid matter. Sometimes the collapse of the follicle is 
followed by a depression on the surface of the cervix. This 
little pit slowly disappears. The mucous polypi are found 
rather in elderly multipane. The contents of the cysts are 
granules, mucous corpuscles, and epithelial cells ; they are 
lined by a basement membrane (Farre). If the cystic de- 
generation of the follicles of either one or both lips of the os 
proceeds unchecked, and there is an increase in the con- 
nective-tissue of the cervix, a state of general hypertrophy 
ensues, attended at times by fungous growths. This 'folli- 
cular hypertrophy ' {Schioeder) of the cervix we thus see 
commences in follicular degeneration and cyst-formation; 
the polypoid character of the cystic growth being, in this 
instance, prevented by the investing and resisting epithelium 
of the vaginal surface of the cervix. 
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Diagmxns. — The presence of tbe cysts, and the nature of 
their contents ; the appearance of the characteristic smalt 
polypus protruding from the os ; the soft, cystic-looking, 
and enlarged Up, will readily distinguish the three con- 
ditions. Should a cyst rupture, and an apparent ulcer form 
— in this softened state of the cervix, a ndstake might be 
made from the time of life of the patient — or some mab'g- 
nant idceration may be suspected Such an error I have 
known committed in a case in which I subseqaently 
ablated one lip of the oa for cystic hypertrophy. 

Trealment. — Cysts must bo opened and the contents 



evacuated, and chromic acid, carbolic acid, or nitric aciil 
applied to the cavity. A mucous polypus must be removwl 
with scissors or forceps. If we suspect the presence of 
small polypi inside the cervix, the canal must be dilated, 
aud resort must be had to the curette, forceps or long 
scissors for their removah Nitric acid (Atthill) or chromie 
acid may be used to destroy very small polypoid projections 
into the canal. In very obstinate cases of cystic degenera- 
tion and follicular hypertrophy, the diseased vaginal portion 
of the cervix has been ablated with either scissors, knife, u 
the wire of the galvanic ecraseur. 




) foiir forms of inflammation, which may well be 
Ined in connection with each other. These are : 
^^^■^ 1, FerimetritiB. 

^^^^B 2. Parametritis. 
^^V 3. Ovaritis. 

^^^^ 4. Salpingitis. 

■"METRITIS. — By perimetritis we mean inflammation 
elvic peritoneum, and limited to it. I follow 
ling, amongst others, of such well-known gyne- 
as Matthews Duncan, Schroeder, and Gaillard 
in regarding parametritis (pelvic cellulitis) and 
Btritia as totally distinct affections. The frequency 
ch perimetritis is met in practice may be inferred 
B statement of Br. Matthews Duncan : ' Adhesive 
fetritis is almost certainly second in point of frequency 
e diseases of women, the first position being held 
} cervical catarrh; in post-mortem examinations 
no pathological condition is more frequently dis- 
lan adhesions between the internal genital organs 
ighbouring parts, especially about the ovary.' Any 
I, like myself, has spent a number of years (ten) in 
utomical theatre, and who has been engaged in 
t dissections of the female pelvic viscera, will verify 
Uclusion of Dr. Duncan. 

—Acute metritis and endometritis ; ovaritis ; 
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salpingitis; arrest of menstruation (due to the effoof 
cold) ; septicEcmia ; abortion and parturition ; operation 6 
the uterus and vagina ; the passage of a uterine sound ; 
the use of tents ; gonorrhcea ; imperforate hymen and 
concealed menses ; ovarian cysts ; uterine fibroids ; tubercle^ 
cancer. 
Pathologij. — The division of perimetritis (Matthews Dun- 
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can) into three kinds — adhesive, serous, and purulent- 
answers all practical purposes. In the first variety then 
is an exudation of plastic lymph from the engoi^ged tsA 
turgid peritoneal vessels. This results either in temponwy 
adhesions between the pelvic viscera, or in pennsneiit 
adhesions which remain for the lifetime of the individawi 
causing dragging and displacement of the ovaries M^ | 
Fallopian tubes, binding these down, or connecting t 
with each other. These adhesive bands or i 
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layers may shut off collections of pua or serum, forming 
cyst-like cavities. Such an enclosed collection is shown in 
the accompanying drawing from Schroeder. 

In the serous and purulent varieties an exudation of 
serum or pua occurs into the peritoneal cavity, and natu- 
rally first collects in the most dependent situation, which is 
Douglas's pouch, pushing upwards the coil of intestine 
which is contained in it when the tladder and rectum are 
empty. Such an exudation of serous fluid, as it increases in 
quantity and becomes harder, may press the uterus forwards 
against the pubes. At other times the exudation occurs at 

Ke sides or all round the uterus, or it may rise over the 
adus of the uterus and pass above the pelvic brim into 
e abdominal cavity. A limited collection of sertim or 
pua may form between coils of intestine ; this, after ab- 
sorption or rupture, may leave adhesions and inflammatorj- 
thickening of the peritoneum. The quantity of pus 
which may thus collect in the peritoneal cavity is very 
large ; take, for example, the following case, reported by me 
in the year 1881. 

J. C, aged 32 years, was admitted into the Cork South 
^nfirmary with a history of pelvic peritonitis after parturi- 
The history of pain and enlargement commenced a 
(reek after labour. There was enormous distension on 
I (April 15th, 1881). The patient was aspirated 
. the 1 6th, and over nine pinls of pus drawn from the 
Biitoneal cavity. This quickly re-seoreted, and on May 2nd 
lepintis more were taken to relieve the sense of hyper-dis- 
msion, and consequent uneasiness. On May 13tb, the 
idomen was opened antiseptically ; all the pus was 
mcuated through an incision of about two and a half 
The peritoneum was greatly thickened ; it was 
loked carefully up and held in contact with the abdominal 
parietes; then a Keith's glass drainage-tube was passed 
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and held in position in tlie wound by sutures ; the peri- 
toneum was stitched from within to the abdominal wall 
as in ovariotomy ; a drainage-tube with a wire coil inside 
was attached to the glass tube, its other end resting in a 
bucket of carbolic water, which was placed at the side of 
the bed. The pus drained into this for nearly three weeks. 
T!ie glass tube was taken out each day, and the wound was 
dressed underspray, the orifice was carefully cleansed, and the 
rubber tube well washed out with carbolic solution, the end 
of the tube being corked under the carbolic water whenever 
the latter had to he changed. Suffice it to say that the 
patient lost, at the lowest calculation, some forty pints 
of pus while in hospital. For tlie last five weeks the 
opening was kept patent to secure drainage, by a bunch 
of carbolised horsehair carried well into the cavity. The 
discharge gradually ceased. A hard mass filling the pelvic 
brim remained. Tiiis finally disappeared. The woman 
became quite strong and well, had a good appetite, and vai 
only anxious to leave the hospital (I had to leave home 
for a little time.) During my absence the patient, having 
been tip and out for several days, suddenly complained 
of pain ; symptoms of collapse set in with intense pain 
and vomiting, and she died in twelve hours from the 
onset of the symptoms. The house surgeon made a pcwt- 
mortem examination, and found that a recent rent had 
occurred in the pelvic peritoneum, through which sonie 
fetid pus had escaped into tlie general peritoneal cavity; 
adhesions had formed which protected the bowels, but the 
peritoneum was greatly thickened in parts. A funnel- 
shaped canal led up to the abdominal opening, and some 
fetid pua was found at the side of the uterus. I regnt 
much my absence from the autopsy of this most interesting 
case. I feel confident that in any similar case, a &ee at>- 
dominal opening, with a counter opening in the vaginsl 
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—thorough drainage being obtaioed and maintained^ — 
_ iglit completely cure. The patient lived nearly four months 
from the date of the abdominal section, dying on August 4th. 
The abscess may open into the rectum, the vagina, the 
bladder, and, very rarely, into the uterus. It may point 
in the groin, the upper part of the thigh, in the region of 
the sciatic notch, in the lumbar region. I have had under 
mj personal care cases which have burst into the rectum, 

Kgina, bladder, and the groin, 
A sudden escape of pus into the general peritoneal cavity 
as a rule, followed by fatal peritonitis. Or decompo- 
sidon of the pus may cause fatal septicieaiia. But not 
nn&equently absorption of large collections of fluid takes 
place, and the patient returns to health. Resorption, how- 
ever, is generally a very slow matter ; nor does it often 
happen without leaving some exudation or adhesion, which 
feels like a circumscribed tumour in the pelvic roof. 

Symptoms and Physical Signs. — The symptoms will depend 
on the nature of the inflammation, whether it be acute or 
chronic. In acute pelvic peritonitis, there are generally 
rigors, high temperature, rapid pulse, coated tongue, some 
gastric disturbance, vomiting. These symptoms are accom- 
panied by abdominal pain, tenderness, and tympanites. 
On examination the abdomen is found very sensitive 
to pressure ; the vagina is hot, perhaps Bwollen, and we 
may, comparatively early in the attack, be able to define 
a fluctuating swelling in the posterior vaginal cul de sac, 
or laterally through the vaginal roof. These signs of 
the affection are soon followed by the characteristic one of 
Jixalion of (lie uterus. There is a hard ' board-like ' feel 
(Doherty) anteriorly or posteriorly, the effusion displacing 
the uterus, or encircling it. Should the disease run an 
Unfavourable course, the symptoms of septicemia or 
general peritonitis set in ; the vomiting increases ; the 

n 
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temperature rises to 105° or 106° ; the pulse is rapid and 
viry, the counteDonce becomes more anxious, abdomi- 
nal pain and tenderness and tympanites increase, and de- 
liriam sets in. In other instances the perimetritis is far 
more insidious in its onset, and the symptoms are so obscure 
that no local examination is made until the exudation ii 
diBcoveied, which may have filled Douglas's space and fixed 
the uterus. Persistent abdomioo! pain varying in severity, 
or some pelvic distress either in the bladder or rectum, 
first calls fur an examination, and the swelling is discovered 
Such cases may run on for some time before advice is sough!, 
which they occasionally do, as much for the loss of nppetit« 
and wasting as for the local distress. 

Prognosis. — Perimetritis ia always a dangerous and serious 
affection. The principal dangers are : general peritonitis, 
pelvic abscess and septiceemia, metritis, uterine displace- 
ments, atrophic states of the ovary, obliteration of tlie 
Fallopian tube, dysmenoirhcea, and sterility. 

Trmlment. — In acute cases, opium in grain doses ; an !«■ 
bag on the abdomen; the application of Leiter'steraperaturn- 
regulators ; leeches to the hypogastrium ; enemata ; relief 
of the bladder by the catheter, if necessary. In the latwr 
stages, vesication over the hypogastrium with the liqiiof 
epispasticuB, followed by a stupe of apongio-piline laid over 
the vesicated surface ; also the application of iodine. 

In chronic cases, careful regulation of exercise; avoidant 
of chills and exposure to cold ; great care at the menatini' 
periods; rest in bed should be insisted on if there 1* 
periodical exacerbations of temperature and swellings; bo 
sexual intercourse should be permitted. The patient maj bf 
treated with warm hip and iodine baths, applications of iodin* 
externally (iodine pigment, made of iodine 51., maatich ji-r 
rect. spt. 5i-), warm compresses, the warm vaginal doucl* 
with laudanum added to the water. A few leeches, vl"^ 
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the patient is threatened with recurrence of attacks, may 
be applied near the anus or in the vaginal region. The 
bromides, with iodide of potassium, are indicated; and if 
attacks of sickness recur, such medicines as bismuth, hydro- 
cyanic acid, chloride of calcium, or effervescing mixtures of 
bicarbonate of soda and potash may be given. If a. stimulant 
is required, some dry champagne, or small doaea of brandy, 
with soda OF eeltzer water, are perhaps the best to select. 
But, on the whole, stimulants are better avoided, or should 
only be given in very moderate quantities, and abandoned 
when the occasion for their employment has passed. 

In regard to the question whether the fluid should be 
evacuated or not, I may quote the rule laid down by 
GaDlard Thomas : ' If, in spite of the sero-purulent collection, 
the patient be doing well, and do not suffer from the local 
trouble, it should be left to empty itself spontaneously. If, 
on the other hand, the patient is suffeiing from the collec- 
tion, be not progressing favourably, and the evacuation be 
perfectly practicable, it should be accomplished.' 

PAKAMETRITia, — PERI-TJTERINE CeLLD LITIS. 

By the term parametritis (pelvic cellulitis) we mean a 
phlegmonous in!!animation of the connective- tissue of the 
pelvis ; it occurs most frequently as the result of septic ab- 
sorption. Hence its frequent association with the puerperal 
state. 

Co Ksfflft'on.— Parturition and abortion; traumatic causes, 
as operations on the uterus; injuries; tents; intrauterine 
stems i ovaritis ; caustics applied to the uterine cavity. 

Pathological Anatomy. — The extensive distribution and 
connections of the cellular tissue of the pelvis explain the 
dtflerent positions in which the exudation occurs in para- 

itritis ; in the layers of the broad ligaments behind the 
17—2 
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stems and rectam, upwards along the psoas hiqbcIg to tlie 
kidney, into the iliac fossa, occasionally, between the rectum 
and uterus and the uterus and bladder, and downwards into 
the cellular tissue of the gluteal region by the sciatic notcli. 
The ovaries and Fallopian tubes are nearly always involved, 
Dr. Matthews Duncan describes a form of parametritis as 
well as perimetritis, in which remote collections of pus or 
serum occur in connection with the local inflammation, or 
after it has subsided, as in a case quoted by him where the 
swelling appeared in the neighbourhood uf the umbihcua 
The stages of the inflammation are the same as those of 
phlegmon occurring elsewhere— (a) congestion, (6) effusioD, 
and, if resolution doea not happen, (c) suppuration. 

The inflammation may not pass beyond this second stage. 
With regard to the effusion or exudation, there are miny 
degrees of intensity, from a alight swelling in either brouJ 
ligament to a considerable infiltration at both sides of the 
uterus, leaving a hard mass that fills the entire upper pwt 
of the pelvis. This exudation pushes the uterus to eithrf 
side, out of position, or presses it and the vaginal roof dcwo- 
warda, forwards, or backwards. The effusion at first fwl* 
soft to tiie finger ; it then gradually hardens, and, if abscos 
forms, it again softens, and fluctuation may be detecl«l- 
Though, in the commencement, the exudation pusliestJi' 
uterus to the side opposite to the eflijsion, later on, whn 
absorption has begun, it is drawn to the side of the enJ* 
tion (Sobroeder). 

Diagnosis. — I have already tabulated the most iM^ 
points of distinction between perimetritis and pararaetritii 
Easy though it may seem to the experienced hand, it " 
not at all so simple a matter for the young practitioner w 
diagnose some hard parametric exudations, especially tli(W 
situated anteriorly or posteriorly, from fibroid tumonB w 
the uterus. Thia arises from the fact that the tumoni c*" 
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f rarely be moved apart from the uterus; the womb 
(boves with the tamour, so that it is difiicalt to isolate it. 
) few diagnostic traits will help to differentiate the 
iffusion of parametritis from other swellings liable to be 
tken for it (see pp. 2S3, 263). 

Sijmplojns and Physical Signs. — Acute parametritis is 
marked by the following symptoms : rigors, increase of 
temperature (102-104°), rapid pulse, pain in the hypagas- 
trium, general febrile disturbance, rectal discomfort and 
constipation ; the vagina during this stage is found hot and 
swollen, and there may he vaginal pulsalion. Later on, a 
careful vaginal and rectal exploration will enable the ex- 
aminer to detect, in some portion of the vaginal roof, or 
posteriorly in the utero-rectal space, a small painful swelling, 
the commencement of the exudation. 

Later still, the ' board-like ' feel of the induration and 
the displacement of the utenis and its fixed position leave 
little room for doubt. The decubitus is more frequently to 
the affected side (Duncan). There is a very character- 
istic symptom which occurs also in perimetritis, that is, re- 
traction of the thigh. This happens when the iliac or psoas 
mnsclea are involved, and an abscess has formed, or is 
forming, in the neighbourhood of or involving the psoas 
muscle. 

But perhaps the most vital fact for the practitioner to 
remember in connection with parametritis is the essentially 
chronic and insidious nature of the affection in many in- 
stances. It is not necessary that the patient should com- 
plain of any marked symptom which would attract the 
medical man's attention specially to the uterus or the pelvic 
genital organs. I have seen such cases where pelvic mis- 
chief was not even suspected, and yet extensive parametritis 
had for some months been progressing. 

Not long since I had such a case, in which rectal dysen- 
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tone eymptoma completely masked those of cellulitia, and 
absorbed the attention of the physiciao. From the history of 
the case there had been evidently, in the first instance, 
endometritis. The patient was unmarried. When I saw 
her, the uterus was quite tixed by an exudation, which 
surrounded it, and which pressed the uterus back against 
the rectum, so that it occluded the cul de sac of Doughu 
this explained the rectal distress. 

Pain in walking, a throbbing sensation in thi 
general loss of health, some nightly rise of temperature^ 
hectic, may be the only symptoms present in these cliroj 
cases. Following on either the acute attack or the chronic 
form, there is gradual wasting and loss of weight, and, in 
some instances, emaciation. The patient is worn down by the 
suffering and the local distress. If the esudation termiuatcs 
in suppuration, and an abscess forma, relief may rapidly be 
afforded through the bursting or the evacuation of the pus, 
But unfortunately it occasionally happens that the pointing 
of the abscess is a matter of long duration ; the pus burrows 
in the cellular tissue, and long sinuous channels fom, 
through which it finds its way to the surface, and these 
fistulous tracts render the cose extremely protracted 

Perhaps the exudation hardens, and a large solid tumour 
occupies some portion of the pelvis, producing both recttl 
and bladder distress by pressure on these viscera, and ex- 
hausting the patient through a slow process of absorption, 
prolonged over many months of unrest and suffering. If 
an abscess forma, it may point in the rectum or vagins, or 
the abdominal wall. In the Cork South Infirmary, wheu 1 
was attached to its surgical wards, a woman was adimtt»l 
under my care with a parametric exudation boariiog 
up the roof of the vagina anteriorly, and producing pe>' 
vesical distress. Shortly after admission, a quantity of pu* 
suddenly appeared in the urine, and this continued for a W- 
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iderable time, and the pelvic liardaess finally disappeared. 
Within the past six months, I was called to see a lady, 
exhausted from prolonged suffering, from what I judged to 
be an attack of peri-uterine cetluiitis with perimetritis. The 
patient was so weak that she fainted at the first attempt at 
a digital examination. She had not for many weeks had rest, 
save by the aid of bromide of potassium and chloral. I 
found a large tumour fixing completely the uterus. There 
was a slight uterine discharge. When the, bowels were 
relieved, the greatest agony was suffered. There was limited 
peritonitis, with exudation, which could be traced almost 
to the level of the iliac crests. On the following day a 
speculum was introduced, as she complained of considerable 
pain during the night, and a flow of fcetid discharge. I 
found a quantity of discoloured pus in the vagina ; and 
on clearing this away, I saw that it came rather pro- 
fusely from the os uteri. For five weeks this purulent 
discharge continued, and it lasted, in smaller quantity, for 
ten weeks from the time I first saw her. She has now re- 
covered : all hardness has disap]ieared, and the uterus is 
quite movable. But this happy termination of such an ex- 
tremely grave case is not the rule, 
i In addition to the immediate dangers, from the inflamma- 

^K^n involving the peritoneum and causing general peri- 
^■onitia, or the more remote risks that are iDscparablc from 
^Bwe presence of pus and the bursting of a pelvic abscess, 
I there are the ultimate results, such as adhesions, atrophy of 
the ovary, occlusion of the Fallopian tube, sterility, uterine 
displacements, with amenorrhtea and dyamenorrhcea. Para- 
metritis IB not an affection in which we have so much to 
fear fatal consequences, as those chronic conditions I have 
already specified. 

Treatment. — Much of what has heen said regarding the 
f perimetritis refers with equal force to para- 



metiritis. Beat in every way that it can be secured, and 
that far a considerable time ; opium in the acute stages, and 
the regulation of the temperature by the application of ice, 
or Leiter's tube {Fig. 1 67), which can be applied both exter- 
nally and in the vagina. In the case just detailed, the warn 
vaginal douche, with a little of Condy's solution in the water, 
used three or four times daily, did much service ; warm com- 
presses and thin cataplasms externally were also of great 
benefit Tbe^ liquor epispastieus maybe applied over the 
hypogastrium. The patient's strength must be sustained 
with a light and nutritious diet. In the chronic stages the 
iodides of potasBium or sodium, combined with bromides 
and tonics, may be given. I am inclined, in these cases of 
old and unabaorbed effusion, to look favourably on a couree 
of bichloride of mercury and bark (or a pill containing 
bicyanide of mercury (gr. ^), quinine (gr. ii.), extract of 
gentian and bread-crumb q.B.). One pill three times daily. 
I must say a word of caution regarding the rectum. I 
could detail particulars of cases in which both serious cod- 
sequences to the patient, and unfortunate errors of diag- 
nosis, have resulted from overlooking the possible presence 
of scyballous masses in the large intestine and rectum. 
Dr. Gaillard Thomas draws particular attention to this im- 
portant fact. I would warn all practitioners to explore the 
rectum and catefully palpate the colon in every case where 
a doubt exists as to the nature of an obscure abdomin^ 
tumour. 

Oophoritis (Ovaritis). 

Eliohgy, Causation, and Paiholoffy. — I have assodaWd 
oophoritis with parametritis and perimetritis, because ilis 
most frequently met with, either as a complication or ei 
tension of these affections. It is doubtfiil, however, whelliei 
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inflammation of the pelvic peritoneum may not more fre- 
quently originate in the ovary (Aran) than we think. The 
ovary is more or less involved in any severe case of para- 
metritis OF perimetritis. So is it also uncertain if uterine 
inflammatory conditions may not, more frequently than we 
fancy, arise (Matthews Duncan) as secondary results of both 
fccute and chronic ovarian hyperemia and inflammation. 

It is no doubt unusual to see a case of uncomplicated 
oophoritis. StOl, we do occasionally meet it, both as a 
BBult of chill taken at the menstrual period, and in the 
early stages of gonorrhcea. During my connection with 
the Cork Fever Hospital (eleven years), I frequently saw 
■well-marked cases of oophoritis in patients suffering from 
typhoid fever. It is impossible in such cases, or in the 
Wxanthemata, to say how far the ovaries may have been in- 
Yolved by previous inflammatory or degenerative changes. 
'^gain, in typhoid fever we can readily understand how the 
ovaries may become involved in the adjacent peritoneal and 
glandular mischief. Dr. Matthews Duncan attributes the 
jrence of oophoritis frequently to the abuse of alcohol. 
Reflex excitement of the ovarian nerves may originate it, 
■much in the same manner as orchitis occurs in the male. 
Hence we have it following excessive sexual intercourse, 
masturbation, and the passage of the uterine sound. I have 

I doubt that such reflex nerve disturbance leads fre- 
'quently to more grave results than we could possibly antici- 
pate from so slight an exciting cause as the use of the sound. 
I believe the analogous febrile condition, which Sir Andrew 
Clark has lately drawn attention to, as arising from the 
liassage of the catheter in the male, may be accounted for 
in precisely the same manner. 

Oophoritis is acute or chronic The acute form is sub- 
divided into follicular and interstitial The former is an 
inflammation, leading frequently to suppuration of the, 






Graafian follicles. In the latter, the coDiiective-tissue 
attacked. The inflamed and swollen ovary may suppurate. 
But an active hypera^tnia of the ovary may persist for a 
length of time, without further consequences than hyper- 
trophy of the connective-ti_asue and interstitial thickening, 
with effusion. This hj'perEemia leads to areolar thickening, 
pressure on, and obliteration of, the follicleG, further cica- 
trization of the connective-tissue, and, ultimately, a cirrhotic 
state of the organ. In thickening of the peripheral layers 
of the stroma we have a satisfactory explanation of the 
accompanying sterility, for the ripened ovum cannot escape, 
Abscess and cystic degeneration are the occasional results 
of either acute inflammation or prolonged congestion. Cysts 
may result from the extravasation of blood and the dej 
ration and absorption of the coagulum. 

Diagnosis. — The enlarged and painful ovary may be 
('() by palpation, through the abdominal wall ; (6) by 
vagina, by a careful digital examination ; {c) by rectal 
exploration, and especially by the conjoined recto-vaginal 
examination. It may vary in size, feeling about the size of 
a large almond, or even of a pigeon's egg. Pressure on tli9 
ovary excites pain. But it must bo remembered, that pain 
in a woman who is hysterical and nervous can bo made the 
excuse for any or every form of unjTiatifiahle charlatanism. 
Therefore we must largely discount the exaggerated sensi- 
tiveness complained of when making our diagnosis, aO'l 
not attach too great importance to it. 

Synploms and Physical Si^ns. — These will depend on tlie 
severity of the attack, any collateral disease, or the acute 
or chronic nature of the affection. Ovarian congestion may 
be accompanied by any form of pelvic or uterine 
tion. As we have seen, oophoritis, acute and chronic, 
be attended by any or all of the following Bymploi 
oophoria ; dyaootocia (Robert Barnes) ; dysmenonlii 
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idyspareunia ; hyeteria and hyatero-epilepay ; various rp.mote 
Ureflex) pains ; neuralgia ; inability to walk j pain in detxcsr 
sterility. 

Treatmenl. — Complete rest when there is any acute in- 

lanimation ; the knee-elbow positioa assumed for some 

me daily (Goodell) [the bed or couch on which the patient 

s may bare the foot raised about four inclies by blocks 

F wood or long castors (Heywood Smith)] ; avoidance of 

^ual intercourse ; leeches to the inguinal region or the 

!3 ; vesication over the inpiinal region ; iodine paint 

r the same part [a combination of chloroform (^L), extract 



io. 167.— Leiter'a Tube applied. 
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f belladoDua {^ss.), mastich (5ii-)i camphor (511.), and recti- 
ied spirit (31.) used as a pigment over the ovary] ; Letter's 
lube can be applied during inflammatory states. The bro- 
lay bo given internally, and, in the chronic stage, 

iide of potassium. If dysmenorrh'ea, hysteria, hystero- 
^ilepsy, neuralgia, persist, and render the woman's life 

ieerable, the operation of spaying (Battey) is to be con- 




Bidered, aud, afte: 
formed. 

SAU-INGITia. 

Etiology, Causation, and Jtesnlts. — For the same re: 
as that given in discussing oophoritis, I include here a 
allusion to salpingitis, or inflammation of the Fallopian tube. 
It accompanies uterine inflammation, acute and chronic, 
pelvic, peritoneal and cellular inflammation. Hence it is 
commonly the result of those exciting causes which predis- 
pose to these affections. I shall refer to a few matters of 
practical moment with regard to the Fallopian tnbes. 

The student must recollect the sphincter-like action of 
the muscular fibres surrounding the uterine openings of the 
tube. Arrest or destruction of the function of these fibres 
has an important bearing on the entrance of fluids into 
the peritoneal cavities, and on the danger of intra-nteriDe 
medication. AVe can readily understand how the sphincter 
action is arrested In severe post-partum haemorrhage, and 
destroyed in diseased conditions of the endometrium, or 
from the growth of tumours in the adjacent muscular stn«- 

I have already referred to the occasional passage of 
uterine sound into the tube in dilated or saccular stal 
and this fact also has an important bearing on intra-utei 
medication, and the occasional bad results which attend 
it. The opposite condition, or the one of stridure of 
tube, is a well-uoderstood cause of sterility. So it msy 
produce distension of the tube and accumulation of fluids— 
pus, mucus, or hlood in the tube. This distension may leail 
to retro-flow of the fluid, or rvjilure of the tube. Adhi^oi^, 
displacem4nts, ajslk enlargements, are also some of the 
remote results of inflammation, either primary or secondaij. 
of the tubes. Such an unusual accumulation of fluid, even 
to the size of a child's head, is termed tubal dropsy. I do 
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not allude to extra-uterine foetation. This accident of preg- 
nancy is fully discussed in all obstetric works. The possi- 
bility, however, of a pelvic hsematocele arising at any time 
during the growth of the ovum, from this cause, must not 
be lost sight of. So may this complication follow from a con- 
gested state of the mucous membrane, and any rupture of 
the tubal vessels. 

Diagnosis. — ^By a careful digital examination, we may 
detect effusions, thickenings, enlargement, adhesions, or 
tumours. But such diagnosis requires considerable expe- 
rience in gynecological examination. 




Pelvic h-smatocele h the name given (McCIintock) to & 
collectioE of blood, wbicli is either enclosed in the peritoneum 
behind the uterus, in Douglas's poucb — reiraJuEmaiocek 




Retro -hienuktocele (SchroeJer). 



(N^laton); or in front of the uterus (comparatively rarel; 
between it and the bladder— aM^e-temoioce/e. The blood 
may escape posteriorly or anteriorly into the celiul»f 
tissue outside the uterus, forming u thrombus or h*M- 
tomo. If it escapes ioto the peritoneum, it is called ialK- 
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1. Abnormal blood- 

S l>diu6S . • • • . • 



peritoneal; if the blood is effused into the cellular tissue 

outside it, it is by some authorities named sub-peritoneal 

hcematocele. It is also described as * encysted,' when limited 

by adhesion, either in the peritoneum or outside it 

Cajisation, — Hematocele is more likely to occur during the 

active period of menstrual life ; but I have known a case in 

which a large retro-hsematocele occurred rapidly, in a patient 

over sixty, from a fall off a chair. I have on one occasion 

seen a pelvic hsBmatocele form rapidly in a severe case of 

typhus fever. We may thus subdivide the causes of pelvic 

hsBmatocele : 

Anaemia. 
Plethora. 
Purpura. 
Zymotic diseases. 
Jaundice. 

2. Obstruction to flow /'Fallopian tubes, 
of blood, men- J Uterus, 
strual or other (as j Vagina, 
in atresia), in the \ Vulva. 

o TiT i. 1 ( Mental shock. 

3. Menstrual suppres- J p i ^ 

. sionfrom ... |(.°i^^^ 

{Extra-nterine foetation. 
Abortion. 
Eaptare of uterus (in early preg- 
nancy). 

5. Disease in the |^ g ^ ^ 

r^lltLt:^] ^aUopian tub el 

/ After operations, as ovariotomy; flow 

6 Traumatic J from the pedicle (Wells). 

b. iraumatic ... -j Blows, kicks, falls, some overstrain, 

\ the use of tents. 



^* ^paSmSt^"** } (^^'•"^"^ ^"'l Schroeder.) 

Symptoms and Physical Signs. — There may or may not 

1^ 
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uspicion of ]^| 



have been eome previous hfcmorrhnge, or a. suspicion of 

The symptoms in the relative order, and aa they uBually 
occur, are — shock, tendency to collapse, great pelvic pain, 
syncope, sense of weight and pressure in the pelvis, vomit- 
ing, fall in temperature, rapid and weak pulse. These 
symptoms may persist, and death may ensue, despite every 
effort to rouse the patient. They are all intensified ia 
the iatra-peritoneal variety. Their severity will in great 
measure depend on the quantity of blood which is effused 
into the peritoneal cavity, When reaction sets in {witliin 
forty-eight hours), the patient may suffer from rigors, 
the temperature rises, the skin bocomea hot, the puUe 
changes in character, Menorrhagia may increase or persist 
On examination, the abdomen is frequently found tense; 
there are abdominal swelling and dulness, especially over tlis 
hypogastric and inguinal regions. The abdomen is tender 
no palpation. On vaginal examination, a mass is fouad 
generally posterior to the uterus — rarely anterior; it ia 
smooth, soft at first, and having a semi-fluctnating feeL 
The uterus is pushed forwards against the bladder in the 
retro-uterine variety; backwards against the rectum in 
ante-hfematocele. The bladder is generally encroached on, 
and retention of urine may result, or dysuria. The rectuni 
is pressed upon. There is either difficulty and pain in 
deftecation, or rectal irritation maybe present with tenes- 
mus and dysenteric symptoms. As the case proceeds, the 
uterus becomes more fixed, and the mass baider, Tbc 
further symptoms and local signs depend on the course ihf 
hematocele takes, whether absorption occurs, or hardeninS 
of the mass, or if suppuration follows the pus finds au exit 
through the rectum or vagina. It may escape, thoagh fery 
rarely, into the peritoneal cavity; on the other ba 
may very slowly disappear, 
I had one case of well-marked pelvic hsematocele 



Y observation for nearly three years, I was telegraphed 
for, from a distance, to see the lady, a young married 
woman, with conoiJal cervix, shortly after the acute symp- 
toms set in. She was then in acute pain ; the bladder 
was pressed against by the uterus, which was pushed up- 
wards and forwards, so that it was almost impossible to 
reach the cervix ; there was retention of urine, and with the 
greatest difficulty the rectum was occasionally emptied by 
enema. She was dangerously ill from the protracted pain and 
distress, caused by the pressure on the pelvic nerves and 
viscera. The swelling gradually disappeared, and when I 
last saw her the bowel and bladder acted in quite a healthy 
manner, and the uterus had fairly regained its mobility, 
though not entirely. I cite this case merely to show how 
f.^otracted such a recovery may be. Should suppuration 
1 place, we have to dread the danger of peritonitis, 
(tic absorption, and septicsemia. 
I Diagnosis. — This is not in some old-standing cases at all 
mple a matter as at first sight it may seem. We have 
A differentiate pelvic htematocele more especially from a 
troverted uterus; a parametric effusion ; a uterine fibroid ; 
t cystic formation in the pouch of Douglas, or ont- 
Ide it. 

ust rely in diagnosis on these proofs : 
, The suddenness in the accession of the symptoms. 
I 2. The occurrence of hsemorrhage. 
I 3. The position of the tumour posteriorly to (as a rule), 

Lnd not at the sides of, the uterus. 
I 4. The mode of formation of the tumour ; its painful 
nature ; its rapid development ; its softness in the 
first instance, and the subsequent hardness, accom- 
panied by shrinking of the tumour. 
1 5. The position of the uterus, determined bimanualjy ; 
the direction of the uterine sound ; the leagtV \.o 



which ib passes ; the independent mobility o 

uterus; the appearance of pus, and the associated 

reduction in the size of the tumour. 

trocims'is. — This must always be grave — much more so in 

the intra-peritoneol than the sub-peritoneal eEfusion, There 

are the dangers of exhaustion from repeated hemorrhage, 

the pain of pressure, septicemia, and peritonitis, 

Trealmenl. — Absolute rest; ice over the hypogastrium ; 
ergot given internally, and better by means of the bdIj- 
cutaneous injection of ergotine (gr. iii. to gr, v.) into the 
glntscal region ; opium later on during the period of reaction, 
both by the mouth, and by the rectum, enema and suppository; 
quinine with digitalis ; stimulants, to prevent syncope — iced 
champagne and brandy are the best. I have already 



ft 



Fia. 170. — Exploring Trocar and Canuia. 
entered into the question of evacuation of the fluid, ant 
in order to avoid repetition, must refer the reader to tie 
chapter in which this question is discussed.* The figure 
shows a slender exploring trocar and canuia, which will I* 
found of use in those cases. Individually my experienfle of 
pelvic ha^matocele would lead me to say with Dr. Robert 
Barnes : Do not interfere surgically with any hflfmatoeel' 
unless there is convincing evidence of the presence of pia, <" 
that septiciemic symptoms threaten. The aspirating-neeJl' 
is the safest explorer, as it is also the safest means of evacu- 
ating the pus. Should this not answer, and the pus re- 
accumulate, the guarded bistoury must be used, ami ti* ( 
cavity subsequently washed out with some V6ik C 
fluid, or other disinfectant, 
^ 'Vaginal Farocente^' and ' PonotlUiDg ft Cttida-S 



CHAPTER XX. 

FIBROID TUMOUKS. 

StMoiji/. — Little is known of the causes of utei 

' occur in women otherwise perfectly healthy. They 
I appear when no predisposing or exciting cause to 
mt for their appearance can te traced. The period of 
life has much to say to their occurrence. We might antici- 
pate this relationship if we remember the inflncnce of 
ovulation and pregnancy on the uterine tissue. So uterine 
pbroids are found most frequently from the ages of thirty 
B fifty, and in married women. Still, they are frequently 
^et with in the unmarried, and in women under thirty, 
is the relationship also of cause and effect between 
i fibroids and sterility. They are both constantly 
Hociated with an old history of dyamenorrhcea. It will 
be found that in these sterUe cases the cervix ia frequently 
malformed and conoidal in shape. It is curious that the 
African races, in which malignant disease is not a common 
^ection, should be so liable to fibroid tumours. 
I ratholoffij. — Fibroid growths of the uterus have their 
n in the muscular and connective-tissues in the wall of 
i uterus, and more especially those of the body. The 
' fibrous ' is not strictly accurate. The name ' fibro- 
lyoma ' expresses better the constitution of the tumour 
to&t frequently found. Some tumours present more of the 
wacter of the muscular, others of the connective-tissue 
menta. The tumour is proportionally hard, according to 
i the development or preponderance of the fibrous 
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ifferent foJ^^f 



tissue. A uterine fibroid may piiias IntrO different feud 
of degeneration : (a) fatty ; (b) colloid or myxomato 
(c) calcareoua ; (d) suppurative and gangrenous. The most 
important change from a practical point of view, as it is 
very frequently met with and influences the diagnosis of 
Jibroid disease, is the formation of cysts in the tumour. 
Cysta may form from {1) colloid or myxomatous degenera- 
tion of the connective-tissue ; (2) hiemorrhagic effusion 
into the substance of the tumour ; (3) mdema and effusion 
of serum, with separation of the fibres, and softenbg or 
liquefaction of the tissue, and the resulting formation of 
a cyst-hke cavity; (4) fatty degeneration of the tumour, 
The transformation of a fibroid tumour into a carcinoms is 
extremely rare ; the transition into a sarcoma of a malignaut 
nature is not so very uncommon. 

Varieties.^V^B may classify fibroid and sarcomatous 
tumours of the uterus— (1) according to their patholc^ciJ 
character ; (2) their situations : 

(1) Fibroma. 
Fibro-myoma. 
Myo-sarcoma. 
Fibro-myxoma. 
Sarcoma, 
Cystic sarcoma, 
Myxo-sarcoma. 
Cystic fibro-myoma. 

(2) Fibrous tumour of the cervix. 
Fibrous tumour of the body. 

(a) Sub-peritoneal; sub-serous. 

(i) Sub-mucous. 

(c) Intramural ; parenchymatoua. 

They are attached to the wall of the uterus eltlin bj ft 

pedicle or by a broad base. The sub-periUmeol tomoui 

pushes the peritoneum before it. It may become detached 



rom the uterus, or remain attached to it bj a long p 

f peritoneum and connective-tissue. The sub- 
mucous grows into the uterine cavity. If it is pedunculated, 
it ia known as fibrous polypus. If it ia parenchymatous, it 
may be dngJe or conglomerate, encapauled or non-en capsuled. 
The conglomerate may be formed by the fusion of a number 
of small fibroid masses, which give to the tumour alobulated 
appearance. They may lie in a capsule of cellular-ti.'ssue, 
r they may be simple outgrowths from the uterine wall, 
nd continuous with and devoid of any capsular investment 




— InteratitiBl sod SubperitoneaJ fibroid adapted from Scbroeder. 
[ Diagnosis. — We distinguish a fibroid tumour of the body 
W the uterus by — 
1 The history of the case. 
I Careful examination of the abdomen (sec ' Examination 

of a Case '). 
r Digital and bimanual examination. 
1 The uterine sound. 
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The diagnosis o{ fibroid ttimoarB of tlie uterus is not 
always so easy a matter as it may appear. Twenty-threa 
years ago I saw an excellent surgeon, after the preliminary 
incision for ovariotomy, fail in endeavouring to push a 
troc*r into a solid fibroid of the nterus. Several ex- 
perienced physicians and surgeons concurred in the diap- 
uosis. By that lesson (the woman died the same day) 1 
was taught the care with which in ambiguous cases we 
must arrive at a conclusion, or pronounce an opinion iji 
many cases of abdominal tumours. While exercising all ikr- 
care and caution that ho possibly can, the surgeon ntigbl 
fall into error in some cases. Spencer Wells says (' Ovarian 
and Uterine Tumours,' 1882) : 'In fact, it has happened lo 
many surgeons, and to myself amongst the number, tlist 
we have commenced operations, as ovariotomy, and €cen 
removed tumours from the abdomen, under tlie impresaiou 
that we were dealing with diseased ovaries, when, upon h- 
amination, they have proved to be pedunculate fibroid 
outgrowths from the uterus.' 

History of the Case. — These negative points are of import- 
ance : the tumour has not appeared suddenly ; there havs 
been no symptoma-in the early history of the case of * 
febrile state ; rarely is there any history of an injurj. 
There has commonly been haemorrhage; menorrhagia and 
metrorrhagia. This varies in degree. Occasionally the 
menstrual periods are irregular, and the discharge acanlj. 
There may have been ptlvic distress, and some trouble of 
the bladder and rectum. These pelvic symptoms depentl 
in great measure on the position of the tumour, its ass, 
and tlie rapidity of its growth. This ia generally slower 
than in ovarian cystoma. There is not the same rapid 
emaciation of the countenance which we see so eomroonij 
in ovarian disease. Many women who have comparatively 
large uterine fibroids do not exhibit any marked change ia 
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expreaaioa of the face, nor ia the fibroid affection accoTn- 
panied by the same pallor of the countenance that marks 
the growth of the ovarian cyst. The presence or abBence 
of pain will in great measure depend on the position of the 
tumourj and the direction in which it grows. Periodical 
attacks of peritonitis, or interference with the functions of 
the bladder or rectum, or inflammatory changes in the 
tumour itself, will give rise to pain. Yet one often sees 
large uterine fibroids, the growth of which has not been 
Attended by pain. 

jyifferenlial Si^Tis of Fih-oid Tumour. 

Enlargement of the lower portion of abdomen. 

Enlargement of the superficial abdominal veins. 

Sensation imparted on palpation — of rather a solid, sym- 
metrical, and fixed tumour. 

Tumoirr usually central, and the increase in abdominal 
measurement is most marked from the pubes to the 
umbilicus. 

The uterine enlargement, even early in the disease, may 
be defined by palpation and percussion over the pubes. 
This is best efi'ected by pressing the ulnar border of 
the hand deeply a little above the pubes, thus making 
tense the abdominal wall, and pushing upwards the 
viscera. Vascular murmurs are frequently heard sjn- 
chronons with the pulse. 

St/ digital and bimanual examination, the uterus is found 
enlarged, either in its anterior or posterior wall. The 
extreme hardness may be at once apparent to the 
finger, or we may find two or three nodular enlarge- 
ments ; or the entire uterus may feel like a hard, im- 
movable mass, fixed in the pelvis. 

The OS uteri is generally healthy, at times depressed ; but 
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more frequently, in advanced fibroid tumour, it has 

receded, and may not be reached by the examining 
finger. 
There is occasionally characteristic hardness of the cervix, 
which may be felt, like the nipple of the breast, moving 
over a stony hard surface. This mobility of the conical 
cervix, independent of the enlarged body, is very charac- 
teristic of many cases of fibroid tumour. ^_ 
The rectal and recio-vaginal examinations discover tho ^^H 
larged, fixed Aud hardened uterus. ^H 
NcgatitiB Signs. 
There is not (generally) any fulness or prominence of the 

umbilicus. 
There is rarely (save in fibro-cystic disease) any fluctua- 
tion. If present, it is very different from the super- 
ficia) vave seen in ovarian disease. 
When there is a hard pelvic tumour, and at the same 
time evidence of the presence of fluid, we may suspect 
the fluid to be ascitic. 
There are no uterine contractions. 
The characteristic signs of pregnancy are absent. 
The Uieriiu Sound. — We thus see that in a confiiderable 
proportion of cases we may feel satisfied of the nature of 
the tumour without the use of the uterine sound. But this 
mode of examination is absolutely necessary to confirm tbe 
diagnosis in the greater number of fibroid tumoure. By it 
we learn (utero-abdominai, utero-vaginal, and utero-rectil 
methods) — ■ 

(u) That the uterus is enlarged ; 

{h) That the tumour felt through the abdominal wall is 

an enlarged uterus ; 
(c) That the tumour ia fixed or movable ; 
(rf) To difTerentiate fibroid tumours from other peliic 
enlargements or flexions of the uterus. 



The uterine sound is passed into the uterua. The finger 
1 the anterior or poaterior fornix does not perceive the 
sound, and it is obvious that there is an intervening body 
between the finger and the sound. By the utero-abdominal 
and utero-rectal methods we verify the test. We thus dia- 
tinguish an intra-mural fibroid from anteflexion or retro- 



Silataiim by Tents and Exploration. — In some cases, whea 
8till in doubt, we may have to dilate the uterus and ex- 
plore the cavity with the finger. This might be required 
in such a case as that described by Schroeder, where the 
history pointed to a blighted ovum. On dilatation the 
tumour was discovered to be a hard fibroid. The same step 
may be required in chronic hyperplasia. 

Symptoms.— Uterine fibroid frequently exists, and yet there 
are no symptoms to attract attention during life. The 
presence of the tumour is only discovered in a post-mortem 
examination. The most important symptom is that of 
menorrhagia. This comes on gradually, at first as an in- 
crease of the menstrual period; after a time, thia may 
amount to a flooding, or there may be irregular haemor- 
rhages. The loss of blood may threaten the life of the 
patient. Death has occurred from rupture of a uterine 
sinus. Large vessels do not generally enter a uterine 
fibroid, or at least only such as have no capsule, and which 
have an intimate connection with the uterine tissue. The 
lood is poured out by the congested mucous membrane of 
uterua, and not by that covering the fibroid. Cervical 

iroids do not, as a rule, cause hiemorrhage. 

Pain. — This assumes, in many instances, the form of dya- 
menorrhcca, especially in the case of the cervical fibroid. 
Pain occurs from the weight and distension, and the pressure 

the tumour on the viscera and nerves of the pelvia. It 

frequently of a 'bearing down' nature. 
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Peivic Symptoms. — Pressure on the bladder, Tectum, aod 
uretere produces frequent and painful micturition, consti- 
pation, and pain in defiecation, hydro-nephroais, Bright's 
diseaae, with unemic symptoms. 

Stmlili/.—T\ii3 is a common consequence of uterine 
fibroid. Fibrous tumours may induce abortion and seriously 
comphcate labour, and cause post-mortem haemorrhage. 

Results, 

1. The tumour may attain a certain size and then remJ 
quiescent, interfering but little with the health o 
of the individuaL 

2. It may disappear spontaneously. 
'•i. Spontaneous enucleation. The tumour is protrudef 

through the lacerated or sloughing mucous membrane. It 
is thus uncovered, and is forced onwards into the vagina ity 
the uterine contraction. 

4. The tumour becomes pedunculated, and is extru'iw 
into the vagina in the form of a polypus ; or it may, if snb- 
peritoneal, become adherent, and remain either attached to 
some organ or lie loose in the peritoneal cavity. 

f). Suppuration and gangrene. This may lead U> per- 
foration of the other viscera, peritonitis, and eeptictemia- 
It may thus be disintegrated and discharged in li-agments. 

6. Inversion of the uterus. It is well to recollect thst 
fibroid tumours, those having a broad base and connected 
with the parenchyma of the fundus, may cause, in tbeir 
growth and extrusion, partial inversion of the uterus. 

FlBRO-CYSTIC TUMODRS. 

I hardly know any affection in the diagnosis of which 
the practitioner is more likely to fall into error, than in 
that of fibro-cyst of the uterus. I can recall to mind a fa* 
cases myself, in which, notwithstanding repeated and mmt 
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exhaustive examinations, I have been mietaken. Still, this 
liability to err, with our improved knowledge, Ib becom-ing 
less each day. If the practitioner is resolved to take 
nothing for granted in the examination of a patient, and 
'^asa step by step by a process of exclusion to his final judg- 
ment, he will not be likely to make any mistake. Let us 
suppose that he has, say, to distinguish in a given case 
between ovarian tumour, pregnancy, and a fibro-cyst of the 
■uterus. He must, when he comes to decide the question 
of fibro-cyst, aide by side with the other two conditions, 
place especial value on these points ; 

L The length of time the tumour has taken to grow, and 
its Hkode of growth. 

2. In palpation, the irregularity or dense feel of the 
tumour in parts. 

3. The obscure character of the fluctuation as compared 
with ovarian dropsy. 

4. The exclusion of the signs and symptoms of preg- 
nancy. 

6, The depth to which the uterine sound passes. 

6. The mobility of the tumour with the uterus, both 
with the uterine sound and bimanually. 

7. A careful examination by the rectum of the tumour 
under an auEesthetic, in the bimanual method. 

8. Aspiration and examination of the iluid. 
(a) Its property of coagulating, spontaneously and 

by heat. 
(6) The presence of Atlee's fibre-cell. 

9. It may be necessary to make an exploratory incision : 
the colour of the uterine wall (dark red) is charac- 
teristic and quite distinct from the appearance of 
the cyst wall of the ovarian cystoma. 

See diagnosis of ovarian tumours. 
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Treaimenl, Pail'ialiee and Operative. 
Its paJliative treatmenl consists in the use of means 
culated — 

1. To reduce hyperfemia and congestion. 

2. To control and prevent bEemorrhage. 

3. To promote absorption of tlie tumour. 

4. To subdue pain and relieve rectal and vesical dist 

and reduce hypenemia and congestion. 

Internally, for this object, we give such mediciaes 
ergot (liquid extract) ; digitalis ; iodide of potasBium, 
bromides of sodium and potassium, Locally, we may apply 
tbe hot vaginal douche ; scarify the cervix ; use astringent 
tampons of tannic acid and glycerine ; support tbe utems 
with a Hodge's pessary j advise proper bathing (baths rf 
iodine and bromine may be tried), and the use of such spu 
or waters as Kissiagen, KreuzDach, Woodhall Spa. 

Sexual intercourse must be moderated, and especially 
should be avoided about tbe menstrual periods. 

To amlrol Hxm&nhage. — The subcutaneous injection 
ei^otinc, as recommended by Hildebrandt, is very efficacious 
in controlling hjemorrhage. I have injected as much as 
15 grains of Bougean's ergotine, mixed with water and 
glycerine, into the gluteal region ; but the average dose 
is 3 to S grains. The needle must be passed deeply 
into the muscle, otherwise we are apt to cause an abscess- 
Sclerotic acid may also be used subcutaneously (gr. J to 
gr. i.). The solution of ergotine should be made frt 
Astringents may be given internally. 

Dilatation of the Cervical Canal with sponge or laminsiia 
tents will be found a valuable means of treating haemorrhage. 

Imision of the Cervix, in the case of a cervical fibroid, and 
where there is dysmenorrhcea, is to he preferred. 

To promote Ahsorption, of the rujjurar.— Ergot or ergotine 
in the manner recommended, especially if the tumour be 
submucous or inteTa\.ii\aV, Mid not very hard, may be tried. 
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Bichloride of mercury; iodide of potassium ; iodine baths. 
ElectrolyaiB 13 advised by Cutter. The current ia passed 
through the tumour hy two strong steel electrodes, inserted 
at either side of the abdomen. Dr. Cutter has reported an 
arrest in the growth in thirty-two out of fifty cases treated 

To relieve Pain and Medal or Vesical Distress. — This must 
be subdued by bromides and sedatives. The tumour, if 
large and pressing on the pelvic viscera, should be pushed 
up out of the true pelvis. If the tumour ha sub-peritoneal, 
great relief may follow this step. Special attention must 
be paid to the bladder and rectum. Any accumulation in 
the latter should be prevented. The occasional nse of an 
_enema will be indicated. 

[ Optative or Surgical Trealmenl of Fibroid Tumovrs. 
To favour enucleation — 

Dilatation and incision 
of the cervix over the 
tumour favour ex- 
pulsion of the tumour 
and check hiemor- 
rhage. The cervix 
may be incised with 
a Sima's knife. 
Sims'sknifeoraguarded 
bistoury or Paquelia's 
cautery-knife may be 
used. The cervix is 
first dilated. The in- 
cisionsare made about 
an inch long and over 
quarter of an inch 
deep through the 
mucous membrane. 
It might benecessary, 
should sloughing 
occur, to at once enu- 
cleate the tumour. 



[Inciidon of the mucous mem- 
brane covering the tumour - 
(knife or cautery) . . . 
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' Thomas's epoon- ^H 




saw; Marion ■ 




SimE'senucle- ^^M 


^L Emickatim by 


ator, scissors, ^H 
and fingers ; ^^M 




Profeseor A. ^1 




Simpson's ■ 




□ail curette. ^M 


^■^ r To remove a lai^e uM* 


fCbaEsaignac's 


rtne fibroid from the 


{ chain £cra- 


vagina, the author's 


Ecrasement by^ seur.orBrax- 


polyp tome will bi 


j ton Hidis's 


found convenient, or 


[ wire^raaeur. 


the instrument of 




Aveling. 




Volaellum for- 1 




ceps — 'arelic ^^fl 


Avulmn by 


of barbarous ^^| 




surgery ' ^H 




(West). ^ 


Laparotomi/—Temova.\ by abdominal section : 




Extra-perUoTisd : re- 


Operationa of— 

Pean 


daction of IDRIOUI 
by ' moicellement.' 
and application of 




Cintrat's serre- 




nceud to peilick 


Schroeder... 


Intra -peritoiml, and 




silk ligature. 


Thomas 


Extra -peritimeai, tnA 




clamp and cautetj. 




By elastic ligatnie; 




(1) confitriclion of 




the uterine stomp; 


Hegar ... 


(2)slitchingof peri- 


toneum to stamp; 




{ 3 ) cautery anJ 




chloride of zinc «[- 




plied to stump. 


I must refer readers to the works of Emmet, Thomis, 1 
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Sir Spencer Wells, Hart and Barbour, Barnes, Schroeder, 
for a detailed description of these operations. 

Batlei/s Operation.* — The operation of ' oophorectomy, 't or 
spaying, has now been performed many times for growing 
and bleeding fibroid tumours. Also it has been performed 
with success in simitar cases where dysmenorrhcea has 
been the prominent symptom. The operation has been most 
successful in the hands of such distinguished operators as 
Thornton, Savage, Wells, Martin, Hegar, Goodell, Dr. Battey 
himself, and many others. 

It consists in removal of both ovaries — by the vaginal or 
abdominal methods. 

At the International Medical Congress, 1881, Dr. Battey 
Btatedthe mortality after 318 operations to be, for all diseases 
merated on, 18 per cent. He gave the following summary 
f results &om the reports of various operations : 





Summary of Results. 






Number. 


Per cent. 


Died ... 


40 


18 




178 


82 



■> It u clearly proved (Battej, 'Wella, Peaslee, and others) that double 

' ' nay does Dot unsex a woman. Dr. Battej, at the OongreBH 

. aaid : ' Pechape no safer rule can be laid down to-day, by which 

b may determine in an; givtin caaa the propriety of the operation, 

a by asking himaelE three qaestione, namely— 1. la this a grava 

' 2. la it incurable by any of the roBOurceB uf the art ehott of the 

;eoflife? 3. la it curable by the change of lifo? It all three of 

ntiona can be anawered affirmatively, the case ia a proper one ; 

t, the operation Is not to be justified. 

sr indioatioas for Battey's operation are chronic pelvic iniiam- 
i; fajBtero-Bpllepay ; ovaralgia, with mental diaturbance; menatro- 

a[i», with menorrhagiii ; ovarian dysmeuorrhiEa ; hydro, 
pinx. 

19 
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Of the ultimata results reported : 
Complete operations (removal 
of both ovariea) : 

Numb 

Cured 88 

Benefited 22 

Not benefited 11 



Incomplete operations (removal 
of oue ovary alone, or of 
both ovariea imperfectly 
removed) ; 

Cured 

Benefited ... 

Not benefited 

Not stated 



Tail's Operalwa, — This operation must be kept quita 
distinct from that of oophorectomy. Mr. Tjut based lii» 
reasons for complete removal of the uterine appendages OQ 
his view that the Fallopian tubes were diseased, as well 
as the ovaries (pyo-salpinx and hydro- salpinx), in the 
great majority of cases requiring oophorectomy. I hav» 
recently had the subjoined summary of his cases from Mr. 
Lawson TaiL It only includes the cases of abdominal 
section for the diseases tabulated, and does not inclade 
all his operations. He has thus operated fifty-five times for 
removal of the Fallopian tubes and ovaries in myoma. He 
hae had four deaths. Comment is unnecessary on t 
splendid achievement in abdominal surgery of Mr. Taib J 
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Analysis of 439 consecutive Cases of Abdommii Section, by 
Lawson Tait. 

Cues. Died. 
Exploratory incisions ... ... ... 45 

Seaoval of one ovary for cystoma... ... 123 6 

I„ both ovaries for cystoma ... 56 1 

„ parovarian cysts ... ... 30 

„ uterine appendages for myoma ... 5S 4 

„ „ „ „ hydro-salpim 34 1 

.. » ,. pyo-B 

11 <> It » cbroi 



Extra-uterine fcetation ... 

Battey's operation for menstrual epilepsy 
(that is, removal of appeiidagea to bring 
onmenopause) 
jerationa for cysts of abdominal viscera, in- 
cluding hydatids of brain, abscess, and 
cysta of kidney 



30 
11 



Total mortality, 4'35 per cent. 

I Though the number of snrgeoas who will be called on 

I perform, or feel justified in attempting, any of theae 

rious operations must always be comparatively small, it 

t ever be of importance to the practitioner to recognise 

e symptoms, on the presence or recurrence of which he 

I feel justified in recommending or acquiescing in so 

a a step as enucleation or laparotomy. 

i intelligent practitioner will refiiae to be guided by 

B mere ipse dixil of any surgeon or specialist, no matter 

' distinguished, when a patient places the responsibility 

e and death in his hands. Nothing is more deplorable 

»e days of attenuated specialities than the growing 

19—2 
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titioDcr to ^^M 
the asBum^^ 



tendency on the part of the intelligent practitioner to 
llnqoish Lis independent judgment before the 
omniscient skill of some specialist. By all means let liim 
give to tliat skill and enlarged experience all the weight 
they deserve, but let him not blindly and without sufGcient 
reason hand his patient's life over and absolve himeelf of a 
responsibility that he cannot place on another's shoulders. 
If this spirit were more often manifested than it is at pre- 
sent, we should have less of that growing disposition on the 
part of the public to widen still further the gulf between the 
consultant and the general practitionc 

Ijidicalions for enuclealion and laparotomy/, when there is'j 
choice save between a fatal issue and operation 
Large size of tumour; 



Great suffering ; 
Suppuration. 
There can be little doubt that with the improved methods 
of operating and the employment of Listerisro, remoral of 
fibroid tumours will be much more frequently practised in 
the future than in the past. 

We can judge fairly of the mortality attending removil 
by every method, from the following statistics : 



I 



WeUs ... 


39 


perations 


20 deaths. 


Schroeder 


66 


„ 


20 „ 


Thomas... 


7 


„ 


3 ,. 


Peau ... 


46 


„ 


16 „ 


Bilroth ... 


25 


„ 


15 „ 


Keith ... 


25 




2 „ 



When we reflect on the more than brilliant results of the 
renowned Edinburgh surgeon and ovariotomist, two death* 



FIBROID TUMOURS. 293 



in twenty-five cases, we may well ponder over the closing 
words of his communication in the British Medical Journal^ 
December 8th, 1883: 'After all, the great difficulty is 
not in doing these things, but in knowing what are the 
eases in which we are justified in advising those who trust 
themselves to us to run the risk of a dangerous operation 
with all its attendant miseries. Could we get the mortality 
down to 5 per cent, in the bad cases — and these only are 
tiie fit subjects — we might then advise interference with a 
more easy mind. I am not sure if we can so advise, if the 
mortality cannot be kept below 10 per cent.' One fact 
all surgeons who attempt these operations must recol- 
lect The mortality in most instances bears a direct ratio 
to the manipulative skill of the operator, and his experience 
of the operation. 




CANCER OF TEE UTERUS. 



ElvAogy. — Cancer of the uterus may occur in the body or 
cervix. It is either medullary, epithelioma, or scirrhns. 
The most distinguished pathologists have been divided in 
opiniou as to whether cancer is primarily a local disease^ 
one of the peculiar cbaracteristica of which is, to rapidly 
invade the system through the blood and lymphatics — or 
if it is but the local manifestation of a constitutional or 
general blood-stat& The weight of evidence, both cUoical 
and pathological, appears to me on the side of those who 
hold the former view. Yet it is probable that there is 
much truth in both these views. It is certain that in many 
persons there is a constitutional vice present long before 
the malignant tendency manifests itself, and the hereditoiy 
nature of the disease in some few cases would seem to aub- 
stantiate this view. Theie are peculiarities connected with 
• the malignant tendency in some organs, as in the breast, the 
penis, the lip, the scrotum, which appear strongly to favour 
its local origin. On this interesting question, however, wo 
caunot enter here. 

Ags. — The tendency to cancer of the uterus increases 
after thirty years of age ; the largest proportion of cases oc- 
curring during the menopause, from forty to fifty. By Ui 
the largest proportion of cases are married women— exceasivf 
sexual intercourse acting, it is believed, as an exciting caiue. 
Yet, as Schroeder remarks, ' prostitutes have no special ten- 



lency to cancer of the uterus, ' Nor does it seem that the 
popular belief in the hereditary character of the disease 
has much foundation in fact. These statistics, cited by 
Schroeder, are of interest : 

Of 1237 women attacked with cancer, 753 were from 

40 to 60 years of age ; 
Of 1000 Vienna women attacked, 771 were married or 

widows ; 
Of 948 women affected, in 78 only was it hereditary. 
It would appear from the statistics of Simpson, Kiwiach, 
and others, that in one-third to two-thirds of all caaea of 
cancer, the uterus is the organ affected. 

Of the forms of cancer, encephaloid, epithelioma, and 
Bcirrhua, the last-named variety is very rare— I have but 
seen, out of the many cases of malignant disease of the 
nterus I have had under my care for twenty years, one well 
marked, and one uncertain, case of acirrhua of the womb. 

Varieties. — Mednlhry Canter. — Dependent upon the rela- 
tive proportion of connective-tissue elements and the epi- 
thelial cells contained in its trabecular iramework, we 
describe the cancer as hard or soft In the medullary 
cancer there is a preponderance of the epithelial masses of 
cells, which form plugs in the uterine tissue, under the 
mucous membrane, invading the areolar elements. This in- 
vafiion proceeds, both in an outward direction, and inwards 
towards the cavity of the uterus. The areolar structure is 
impressed by the great growth of cells, which ultimately 
iften, degenerate, and break down into cancer- juice, 
process of cell-proliferation involves, after a time, 
the vaginal roof; and then begins that peculiar fixation of 
the nterus so characteristic of malignant disease. This 
infiltration may extend beyond the vaginal roof, attack the 
c viscera, and reach the lymphatics. For a consider- 
time the ulceration may not reach the body of the 
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nterae, destroying only the cervix; but ultiraatelj the body 
of the womb is invaded, Thia rapid cell-growth leads to 
death of the areolar tissun, softening, and ulceration. 

Meantime the vessels supplying the cervical villi have 
increased in size; these latter have also become enlarged 
and hypertrophied. A papillomatous condition is the reeuh. 
These papillae, situated on a hardened and infiltrated 
base, are prone to bleed. Commencing as papillary hy| 



^V Fia. 172.— CnnliSawer 

^B Sir J. Sunpson). 

f " 




trophy, the malignant typo is assumed eooner o 

the commingling of the characteristic nests or 'comedoi 

of epithelial cells, which form plugs in the submucous ti 

cell -proliferation, great increase in the villi, e: 
ment of the vessels, and accompanying degeneration and 
liquefaction of the cells, result in a sprouting or vegelating 
papillary growth, known as cauliflower excrescejux. 
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Carcinoma and HpUhliorna.— Some authors (following Le- 
bert) atill distinguish carcinoma from epithelioma, or cancroid. 
The distinction is of some clinical impOTtaiice. The patho- 
logical grounds of this classification cannot be thoroughly 
discussed in a work such as this. Dr. Galabin has made a 
careful examination of thirty-four cases of cancer of the 
cervix, and he has described the histological cliaracter of 
cancroid growths as most variable. He has found, as the 
exception, the epithelial globes, or birdVnest bodies. The 




Fig. 173. — ScrapiogB from Cancer (Har6 and Barbour). 

cbaracteiistic cemented or ' cogwheel ' appearance of the 
epithelium has been generally present in the epithelial 
moBSes — squamous in character, and bounded by ' a regular 
gin of columnar-lilt e cells.' In older portions of the 
rowths there was no cell-border to the masses. They were 
SB detached from each other, in groups, and the 
[wllular substance was absent Both the cells and nuclei 
ried considerably in the arrangement of the former and 
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the size of the latter. In a small number of cases tbe 
was evideoco of cell-proliferatioa of the mucous glaudsT 
In a tenth of the eDtire cases examined the structure was 
that of sarcoma or lymph o-3arcoma. According to Hart 
and Barbour wo may group together the researches of 
Klebs, Waldeyer, Virchow, Euge and Veit, and trace the 
origin of all these malignant growths, either to («) the cer- 
vical epithelium of the cervical glands; (b) the deepest 
layerB of equamous epithelium on the vaginal aspect of the 
cervix; (c) the connective-tissue cells of cervix; (d) the 
epithelium of the cervical canal. 

The clinical distinction of cancroid and carcinoma is said 
to be found in the comparatively slow progress of the can- 
croid or epithelioma, the more superficial situation of the 
latter disease in the early stage, and its spreading character. 
Carcinoma is more rapid in its progress, and affects by metas- 
tasis the pelvic and lumbar glands and distant organs, as the 
lungs and liver. The 'rodent,' 'cancroid,' or 'corroding' 
ulcer of Clark is a rare form of malignant ulceration. In it 
there is rapid molecular death of the tissues, without any 
induration. Extensive ulceration is the main feature, often 
continuing for years before death occurs. The ' cauliflowet 
excrescence,' or malignant vegetating papilloma, has been 
already briefiy referred to. While the differentiatioB, 
clinically, of the different forms of epithelial cancer be- 
comes almost impossible when the disease has lasted for 
any time, and ulceration has extended widely and deeply— 
the distinctive characters of sciirhns, in its alow progress, 
the hard and nodular nature of the growth, and the small 
discharge that attends its earlier stages, are quite apparent. 

Causation. — I have yet to see the case in which prt 
existing cervicitis, whether catarrhal or granular, has led 
up to malignant disease of the uterus. The presence of 
lacerations of the cervix in some cases may be fairly loAti 



a. mere coincidence of the multiparous uterus ; the 
■ Btrongest predisposing cause uDqueatiotiably being repeated 
pregnancies. Race seema to exert considerable influence, 
judging from the comparative but by no means complete 
immunity of the negro races. The predisposing influence 
of heredity and age has been already noticed. 

Symptoms and Fhysiail 5'i^i.s.— Cancer of the cervix uteri 

I has, as a rule, four symptoms, so characteristic that it is 
twell to group these in the first place together. They are : 
I Pain; 

Fcetid A 
I General cachexia. 

£nt the first important clinical fact connected with the 
symptomatology of malignant disease of the uterus, which 
it is right for the practitioner to keep in mind is, cancer of 
the womb, whether of cervix or body, may exist for a con- 
siderable time, and many or all of its characteristic symp- 
toms remain in abeyance. I have seea extensive carcinoma 
of the cervix on several occasions, where the first thing com- 
plained of was haemorrhage. This led to an examination, 
and the cancerous state was recognised for the first time. 
A few years since, I saw with Surgeon Robert Corbett 
(A.M.D.), a patient with a large malignant excavation of 
the cervix ; she had consulted him for severe menorrhagia, 
which necessitated plugging and the use of ergot subcutane- 
ODsly, She had not spoken previously to anyone for the 
uterine trouble. There was an old history of syphilis. She 
declared that she had no pain, and the only thing she had 
noticed was an occasional slight flooding. This she attri- 
boted to her 'diange of life.' The vaginal roof was not in- 
volved, but the entire cervix was excavated, and bled profusely 
on examination. Only lately had she noticed the foul odour 
from the discharge. There was no marked cachexia, and 
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nothing to attract atteotion. Tlie pain of cancer is gen 
of a burning or lancinating nature, aod is especially 
niglit Early io tlie disease coitus is painful, and the uterus 
senaitiva At other times intercourse gives rise to no pain. 
As the disease spreads to the vagina the pain is increased, 
and is more aggravated. It is felt with the movements of 
the bladder and rectum, and prevents sleep. Later still, 
the pain becomes intolerable, and the patient craves for 
morphia and sedative injections. 

Sc/mmrhage. — In the earlier stages of the disease, this le 
the most frequent symptom. At first, it may be simple 
menorrhagia. The menstrual flow is increased. Perhaps 
there is some slight bleeding with intercourse. But after 
a time it becomes metrorrhagic io character, and there 
is either a constant or periodical dischai^e. The half- 
watery, partly bloody, somewhat fcetid and erratic nature 
of this discharge in the earlier stages of malignant disease is 
always sufficient in itself to arouse suspicion. Finally, ihc 
tendency to hemorrhagia may be the symptom the most 
urgently demanding attention. 

Falid Discharge.- — I think it may be laid down as »■ 
safe rule in gynecological practice, polypus and pregnant 
conditions being excluded, that if there is haemorrhage willi 
foator, we should always be suspicious of malignant disease. 
The foetor resulting from the putrescence of the disintegtar 
ing uterine tissue, we may look on as the most invatiable 
accompaniment of cancer of the womb. The patient het- 
eelf soon becomes aware of the odour. In the final stages 
of the disease, if not controlled, it pervades her clothes, 
and the room in which she is confined. 

General Cacluxia. — Sooner or later the involvement of the 
system in the afi'ection, brought about by the pain, sleepless- 
ness, anxiety, pelvic visceral trouble, loss of blood, and con- 
stant discharge, manifests itselt There is general emad»- 
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, and the face has tbo anxious, painful, and worn 
' expression common to cancer elsewhere. In protracted 
cases there is a discoloured, almost icteric tint. 

Physical Si ffns.^ln the early stages of malignant disease 
there ia not much to rely on as distinctive of malignancy. 
The hardness of the cervix, or the increased sensitiveness and 
slight hsBmoTrhage, are not in themselves sufficient to justify 
any positive decision. But the local conditions after a time 
leave little room for doubt. The soft and friable cervix, 
■with the everted and hardened rim of cervical tissue ; the 
proneness to htemorrhage even on a slight examination 
with the finger; the detection of fcetor; the fixed uterus 
the ragged and excavated appearance; the vegetating, 
fuDgns-like and bleeding mass, seen with the speculum, 
are not, with any exercise of care, to be mistaken for laci 
ation, erosion, areolar hyperplasia, or sloughing polypi 
If the bladder and rectum are involved, the distress be- 
comes great, and the woman's cnp of suffering and misery 
is filled to overflowing, release from which is only to be had 
in death. 

In some instances where a doubt exists, early in the 
disease, between a benign and malignant condition, the 
microscope may be brought to our aid, and a small sec- 
tion removed and carefully prepared for examination. 
The typical appearances of the stroma, alveolar spaces, and 
nucleated cell, will enable ua fairly to decide as to the malig- 
nancy or otherwise of a growth. Yet this must ever he 
looked on as only one of the several proofs of malignancy 
on the one hand, or benignity on the other. I have quite 
recently had several sections carefully made of a mammary 
tumour I removed for suspected scirrhus. In parts, the 
elements were those of scirrhus ; in parts, of adenoma ; 

die the greater portion examined presented the typical 
X>pical appearance of a cystic sarcoma. In those 
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cases in nbicli we bare to bring the microscope to our aid, 
in uterine diseaBe, to decide this question, ib is difficult 
to obtain sufficient tissue to exclude the possibility of 
malignant infiltration. There is in uterine cancer the same 
tendency to return, after removal, that stamps the disease 
in other parts. As it progresses, the general clinical features 
win depend to a great extent upon the degree to which other 
parts or organs are involved, and the accidental complication 
which may arise. The rectum and bladder, the pelvic aad 
general peritoneum, the pelvic veins, and lymphatics, may 
each in turn be attacked. Septicemia, parametritis, peflM 
tonitis, phlebitis, pneumonia, may follow. ^H 

Differential Diagnosis. — Cancer of the cervix has li^^H 
mistaken for ; ^^ 

Laceration, with erosion and granular degeneration of 
the cervix. 

Fapillomatous growths (benign). 

Hypeqilasia of cervix. 

Sypliilitic ulceration. 

Polypus of the cervix. 

Follicular hypertrophy. 
Intrauterine sloughing fibroid. 
Our diagnosis must depend on these clinical facts : 

1. The comparatively rapid history of the case. 

2. The absence of other proofs of syphilis. 

3. The age of the patient, and the evidence of heredity 

4. The presence of the cbaracteristic symptoms and signs 

of malignancy : especially— jjotm, hiemorrbage, ichor- 
ous leucorrhosa, fcetor, rectal distress, and pain on 
defeecation. 

5. Immobility of the mucous membrane oa the sab- 

adjacent tissue-— early in the disease (Waldeyer)— 
and fixation of the uterus. Later on, the reaiaunce 
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of the cervical canal to the action of a sponge-tent 
(Speigelberg). 

6. The iavolvement of the adjacent vaginal wall. 

7. The tendency to resist treatment, and to return after 

removal 

8. The cachectic appearance of the patient. 

9. The physical condition, as felt with the finger and 

seen through the speculum. 

10. Evidence of metastasis, and of malignant growths 



11. The microscopic appearances. 

Prognosis. — This is, as a rule, most unfavourable. The 
average duration of life in cases of cancer of the cervix is 
from twelve or eighteen months to three years. Such a 
termination as sponianeous recovaij has been recorded. But 
this is BO rare that its possibility, for practical purposes, ia 
hardly to be taken into consideration. On tlie other hand, 
if the disease be detected early, and a radical cure be 
attempted by removal of the diseased tissue and the free 
use of the cautery, we shall in ail probability prolong life, if 
we do not succeed in curing the disease. Death ultimately 
takes place from exhaustion, at times from septicaemia or 
peritonitis, occasionally from haemorrhage. * 

^L TrecUmenl. — We may divide the treatment under the 

^Dieads of ' Badlcal' and ' Palliative.' 

^M Radical. — Amputation of the cervix. 

^1 Sims's operation and caustic. 

^P Simon's spoon or ecraseur (Fi^ 174, 175), and^solu- 

^P tion of bromine (Schroeder). 

Simon's spoon and cautery. 
Extirpation of the uterus (Freund). 

M Palliatwe. — The use of Paquelin's cautery. 

^B Chloride of zinc. 

^H Chromic acid. 
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Fotossa fiisa. 

Nitric acid. 

Carbolic acid. 

Chlorate of potash. 

Chian turpentine, internally (Clay). 
Salalives, itUcrnally : 

Opium. 

Morphia, subcutancously. 

Nepenthe. 

Chloral hydrate. 

Bromides. 

Cannabin. 

Hyoacyamus. 
Sedalive^, locally: 

Belladonna and morphia' suppositories. 

Anodyne washes. 

Vaginal pessaries, 
AnlisepCx and dmnfedaal mginal tfosJtfs. 

Condy'a disinfectant. 

Chloral hydrate. 

Carbolic acid. 

Thymol. 

Chloride of zinc 

Sulpho-carbolate of zinc 

Tincture of iodine. 
AslringsnU : 

Perchluride of iron. 

Persulphate of iron. 

Tannic acid. 

Alum. 

Acetate of lead. 
Alttnlion to the Rectum. — The state of the rectum is of 
great importance. The occasional use of enemata, saline 
water, aperient coDfections, soft food, will do much to pI^ 
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mt the accumulation of scyballsB and consequent pressure 
i the diseased part. 





!• 174. — Simon's sharp Spoon. 



Fig. 175. — Chassaignac's Chain 
^l^craseur. 



Amputation of the cervix is performed either with the 

20 
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gal vanic^craaeurgtbetrireor chain ^craseur (Fig, 175),scisaors, 
or Sima's uterine knife. In all these operationB the dangers to 
avoid are — (a) Hajmorrhage, (i) encroaching on the bladder 
or rectum; and the most important points to attend to are 
^(c) complete removal of the diseased tissue by cutting 
through to the heaJthy structure outside itj (</) the destruc- 
tion of any infiltrated tissue after removal of the disease by 
the ^craseur-knife, or by the free use of caustic or cautery. 

The best position to place the woman in ia the semi- 
prone or the hthotomy ona The patient ia anffisthetized. 
In using the galvanic ^craseur, after the uterus is thorouglilj' 
exposed, the cautery loop is slipped on cold and pushed us 
far as possible on to the healthy tissue ; the current is 
made, and the wire is tightened slowly ; slight traction is 
made while it cuts through, so as to secure a funnel-shaprf 
stump (Byrne of Brooklyn). After removal, an antiseptic 
or, if necessary, a styptic tampon ia placed in the vaglnEi. 

In using the chain or wire iScraseur, the uterus has to be 
first drawn down and fixed by volsella. The screw muBt 
be worked slowly. It is better to treat the stump witli 
Paquelic's or the iron cautery. 

The steps of Marion Sims's method are as follows: 

(1) The removal of the bed of the diseased mass in the 
supra-vaginal cervix with the knife, scissors, or spoon. 

(2) The cavity is dried, cleaned, and prepared for the styptic 
application. (3) The dried cavity is plugged with cotton- 
wool, which is squeezed, nearly dry, out of subsulphate o/ 
iron solution, or weak solution of carbolic acid saturatol 
ivith powdered alum. The upper part of the vagina is 
packed with the same, and the lower portion with simple 
carbolic solution. In five days the plug ia removed. A 
solution of five drachms to the ounce of chloride of z 
now prepared. Some pledgets of cotton-wool are s 
dry out of this and packed into the uterine cavity. 1 
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if cotton-wool soaked in a carboniite of soda solution are 
I used to plug tlie upper p.irt of the vagina. The cotton-wool 
I with the chloride of zinc ia removed in five days, 

Schroeder performs two operations, one an infra- vaginal, 
the other a BUpra- vaginal amputation, of the entire cervix. 
In both these operations the knife is used, and the wounds 
are closed by sutures. In the infra-vaginal operation, having 
first created anterior and posterior lips, a wedge-shaped 
portion is removed from both. In the supra- vaginal, the 
incisions are made through the vaginal mucous membrane 
in either fornix. The bladder and Douglas's pouch are 
avoided. The cervix ia cleared of its cellular tiesue, and 
the amputation completed by the final stitching of the an- 

»terior and posterior vaginal walls, which are united to those 
pf the uterus. 
With Simon's scoop (Fig. 174), and the subsequent ap- 
plication of the cautery and caustics, the disease may be 
most successfully removed. 

The spoon must be applied freely, according to the extent 
of the disease. In all cases where the bladder, rectum, or 
vagina are involved, it is better not to interfere. If the 
cancerous infiltration has encroached on the wall of the 
bladder in front, or the peritoneum posteriorly, in using the 
spoon, care must be taken to avoid opening into the peri- 
toneum, bladder, or rectura. After the use of the spoon, 
Paquelin'a cautery, or the tampon of chloride of zinc, or 
the alcoholic solution of bromine (Eouth and Schroeder, 
1 pt. to 5) may be used. If the latter caustic is selected, 
Bome cotton-wool saturated with the solution is pressed 
ainst the surface of the wound, and the vagina is sub- 
bqueutly well plugged with a tampon either soaked in a 
^ution of, or covered with, carbonate of soda The 
e tampon may be left in for twenty-four hours. The 
jplication may be renewed in about ten days if necessary. 
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Extirpation of the Enttre Uterus throdgh the 
Abdominal Wall. 

The operation may be performed through the abdominal 
wall or the vagina (Schroeder.) The operation associated 
with the name of Professor Freund of Breslau is one which 
does not come within the province of the ordinary prac- 
titioner. Even in the hands of the ablest operators the 
results have not been sufBcientJy satisfactory to warrant 
any definite conclusions. Full particulars of the steps of 
the operation will be found in all the larger works on 
Gynecology. From the statistics which have been published 
of the Porro-Freund operation in cases where maligDont 
diseases of the womb complicated pregnancy, it would 
appear that this operation offers the patient the htst 
chance. This question, however, is one more fitly dis- 
cussed in a work on Obstetrics.* 

Palliative and General Treaimml. — -Of the various caustics 
which have been recommended, and of those I bavp 
enumerated, the fuming nitric acid is the one which I 
prefer. Its mode of application has been previously noticed, 
as has also that of potassa fusa. Chromic acid (31-— Si) 
for relieving pain, arresting hcemorrhage, and checking tb' 
ulcerative process, I have always found of great service. 
The use of any of these escharotics must be combined wiili 
that of antiseptic and disinfectant applications, in order In 
keep the vagina free of the tissue debris, and prevent the 
horrible odour which is frequently present 

Sedaiives.^-¥s.m may be relieved both by local suppo^ 
tones and pessaries and the internal administration of 
sedatives. Morphia, injected subcutaneously, is the best 
means I know of for relieving the pain of uterine cancer, 
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e should be postponed for as long a period as possible. 
i is in the litst stage of the affection that it is so much 
needed. If it he admiQletored la the early stages, it 
may lose its effect, and fail to give the looked-for relief 
J when most needed. It ia a good plan to alternate its 
■■administration with some other sedative, or a different 
■ Jireparation of opium, given either by mouth or rectum; 
> chloral and the bromides, or cannabis indica, lupuUne, 
hyoscyamus, monobromate of camphor, or conium. It is 
better also to give the full dose at a stated hour in the day, 
generally approaching night and when the parts have been 
liessed and the patient has had any other local treatment, 
i, for example, an enema or vaginal injection, completed. 
InUriial Constilulimial Remedies. — The more carefully we 
tonsider all the vaunted cures of cancer, which from time 

time have been practised either by fanatics or knaves, 
Pthe more we must see that the only rational treatment for 

cancer is comprised in the one word — removal. Within 
the last few years, Mr. Clay of Birmingham has placed 
before the profession some apparently startling cures by 
means of the Chian turpentine. Having anxiously tried 
this medicine with several cases, both in the form of pills 
and in emulsion, I may record my experience of its effects. 
^^n several instances it certainly appears at first to arrest the 
^nisease, to lessen the pain, and to check hiemorrhage. In 
V&one was the effect permanent. In other cases it decidedly 
checked the heemorrfaage, but did not arrest the progress of 
the disease. In some it had apparently no effect whatever. 
When I now administer it, I do so, believing in its value as 
a hemostatic rather than as a specific for cancer. The 
combination of arsenic and quinine I believe to be a valuable 
)De in malignant disease of the womb. 

1 SamoD'haye may be controlled by styptic tampons 
bplied to the part. These must not be left in longer than 



310 



DISEASES OF WOMKX. 



twelve hours. The use of warm-water injection, 112*i 
120°, ehould be tried. Internally, astringents may be give" 
in combination with ergot. The strength of the patient 
must be maintained by a nourishing but not over- 
generous diet ; milk when it can be taken and digeeled, 
and animal broths. If meat, poultry, or game cannot 
be digested, the different pi-eparations of Messrs. Brand 
can he given. Wine is generally necessary ; the kind and 
quantity will depend on the circumstances of the case. 
Change of air, a we 11- ventilated sleeping apartment, cheer- 
ful companionship^ — -in short, everything that can con- 
tribute to make the life of the patient as fairly comfortable 
as the terrible nature of the malady will admit, should be 
advised. 

Carcinoma of the Body of the Utbru& 
There are several reasons for studying cancer of the b 
of the uterus apart from that of the cervix. 
epitomize these as follows ; 

1. It is of comparatively rare occurrence. 

2. It is a disease of more advanced life, occurring gaj 

rally during or after the menopause. 

3. It is found more frequently in nulliparoi 

4. Histologically it is more allied to sarcoma or adenoq 

5. The symptoms are more obscure than in malign^ 

disease of the cervi.^. 

6. In this disease the body of the ntenis is the part 

affected, the cervix being comparatively free t the 

body may he enlarged, or hollowed out and filled 

with the cancerous mass; or the infiltration may 

occur principally into the parenchyma. 

PcUholoffij.—lhfi disease may commence either in thfi 

epithelium of the uterine glands or in the parenchynti 

There may result a general thickening of the mucous 
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iembrane with disintegration a^nd discharge ; or scattered 
Siodular depoBits or a diffused infiltration may be found. 
Perforation of the uterus may follow with adhesion, or per- 
foration may take j lace into any of the a'ljoitiiDg organs. 

D J WIS — If any patient o* er forty years of age presents 
h rself complaining of pain intermittent hsemorrhage, 
fcettd discharge of a vatery nature at times coloared, espe- 

ally if these symptoms make tl eir appearance after the 
Menopause and where menstruation has ceased for some 




of the Bndy of Utetua {after Sir J, Sim 
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time, cancer of the body of the womb may be suspected. 
If on digital examination the cervix is found healthy, the 
fundus enlarged, and with the uterine probe some foul- 
smelling and discoloured discharge can be wiped from tho 
cervix, our suspicions should be increased. The safe rule 
in practice will be to dilate the cervix and examine the 
cavity with the finger, removing a portion of the uterine 
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tissue for microscopical aectioo. This dilatation and careful 
attention to the history of the case will enable us to 
decide as between cancer and a d<mgking iidret-uteriiie JUvoid 
or polypus. The chance of any mistake being made in regard 
to the producls of pregnancy, if these symptoms should arise 
iu the childbearing period, should not be lost eight of. If 
we explore the cavity of the uterus, and find this enlarged, 
and a soft mass protruding into it, which bleeds readily and 
imports foul odour to the finger, we may feel pretty certain 
of the disease being cancer. If, iu addition, the uterus is 
fixed by adhesion, and there is accompanying cachexia, we 
need have little doubt. The microscope will dissipate aof 
that remains. 

Treatment. — There is nothing to add to what has bean 
already said in discussing the treatment of maliguant 
disease of the cervix. The clinical fact drawn attention 
to by Dr. Matthews Duncan is not to be forgotten, namely, 
the obstinate costiveness and distension of the rectou 
which occur in this disease. In a case of cancer of tbu 
body of the uterus in a lady aged fifty-five years, the faUl 
termination was precipitated by the accumulation of 
Ecyballous masses in the rectum. Every means failed to 
remove these, and I had to dilate the rectum and removfl 
some masses with the hand. One of these was of stony 
hardness ; with diiEculty I could cut it through with a kniffc 



Sarcoma of the Utbrds. 

Etiology. — Sarcoma differs from carcinoma in — 
Its commencement in the connective-tissue j 
Its slower course ; 
Its connection with sterility — twenty-five out of 

sixty-three cases (Gusserow). 
Its discharge is not so offensive and is more wateryi 
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containing greyish-wbite shreds of Barcomatous 
tissue (Hart). 
Pain is not so invariable a symptom. Thomas accouot* 
for the absence of pain in some cases, to which 
special attention has been drawn by Professor A. 
R. Simpson, by the portion of the uterus in which 
the sarcoma occurs. If tlie sarcomatous growth 




Fia. 177. — Cauteiy Seissora. 
be parenchymatous the pain is severe ; not so, he 
thinks, if it be diffused in the endometrium. 
I Sarcoma agrees with carcinoma clinically in — 
The tendency to reoarrence; 
The hiemorrhage which attends it ; 
The foul discharge after ulceration of the surface ; 
The pain ; 
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The soft and friable nature of the growth in many 

instances ; 
Its fatal termination (in septicaemia, haemorrhage, 
peritonitis). 
For diagnostic purposes, sarcoma can only be clearly dis- 
tinguished from carcinoma, fibroid growth, or chronic hyper- 
plasia, by means of the microscope and the detection of the 
characteristic spindle or round cell. 

Treatment. — If it be diffuse parenchymatous sarcoma, 
ablation of the uterus is the only radical treatment that 
can be considered. 

If the endometrium be the part attacked, all sessile or 
pedunculated growths have to be removed with the curette, 
wire ^craseur, or Paquelin's cautery-scissors. Carbolic acid 
or other caustic must be applied after the removal of the 
growth. 



CHAPTER XXII. 
affections of the fallopian tubes and ovaries 

Fallopian ATubes. 

Abnormalities. 

Salpingitis. 

Stricture. 

Dilatation. 

Pyo-salpinx (pus retained in the tube). 

Hsemato salpinx (blood retained in the tube). 

Hydrops tubse (serum retained in the tube). 

Adhesions and displacements. 

.[I have already incidentally referred to the affections of the greatest 
practical interest to the practitioner and student— salpingitis and its con- 
sequences, stricture, adhesions, displacements, dilatation. I shall, there- 
fore, pass on to the consideration of those diseases of the ovaries that are 
met with constantly in practice. For a more complete description of the 
pathology of ovarian diseases and the steps of the operation of ova- 
riotomy, I would refer both practitioner and student to the treatises 
— ^Wells on ' Ovarian and Uterine Tumours ;* Gaillard Thomas, * Dis- 
eases of Women ;' Peaslee on * Ovarian Tumours ;' Atlee on same ; 
Schroeder, ' Diseases of the Female Sexual Organs ;* Bobert Barnes on 
* Diseases of Women ;' Goodell, * Lessons in Gynecology.' I specially 
advise both practitioner and student to read the admirable, clearly 
written and practical * Lessons ' of Goodell.] 
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Ovarian Diseases. 



Abnormal i ties. 



„ imperfect development. 

Atrophy. 
Displacement (Sernia). 



Apoplexy (rupture 
efTueion). 
Ovaritis. 



and sanguined 



„ acute. 
„ chronic. 
Solid tumours. 
Carcinoma. 
Fibroma. 
Tubercle (Wells). 
Cystic tumours. 
Wells, for descriptive purposes, thus classifies simple 
ovarian cystic tumours ; 

' 1. Ovarian .- Enlarged Graafian folIiolcE. 
' '2. Sxira-ovarian : 

' {^) Cysts of Wolffian body, 
' (&) Cysts of broad ligament. 
' (t) Cysts of Fallopian tubes. 
' (d) Cysts developed in the subperitoneal tissue of 

the pelvis, or abdomen. 
' (e) Cysts developed from aberrant ova. 
' 3. Compound adenoid tamours : 

' 1. Multiple, consisting of cysts aggregated together. 
' 3. Frolifcrous, or parent cysts, filled with cysts of 
secondary growth.' 
Cy sto-carcin om a. 
Cysto^arcoma. 
Dermoid cyata. 
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ORIGIN OP OVARIAN AND EXTRA-OVAEIAN CYSTS. 

' Simple ovarian.- 

1. Graafian follicles ( Welk, Wilson Fox, Eokitansky, 
and others) ; or, 

2. Interstices of the stroma (Wells, Waldeyer, Liicke, 
and others). 

3. Partial dilatation and partial obstruction of 
enlarged and thickened bloodvessels (Noeg- 
gerath, Harris, and Doran). 

f Extra-ovarian : 

Tubules of the parovarium. 
Terminal bulbs of the Wolffian body. 
Subperitoneal tissue. 

„ „ connecting peritoneum. 

Fallopian tubes and uterus. 

Fallopian tube and ovary. (During the grasping of 

ovary by the fimbriated ejctremity of the Fallopian 

tube in menstruation.) 

The more recent researches of Messrs. Harris and Doran 

would point rather to the degenerative changes occurring 

in the follicles than in the stroma. 

The changes occur in the Graiifian follicles that have 
nndei^one involution without rupture. 
'They are not due to inflammation.' 
' They begin as exaggeration of the normal process of 
involution, which is never a mere disintegration and de- 
generation of the follicle.' 

From the researches of Sinety and Malassez, it would 
appear that the cysts may be developed from hollow epi- 
thelial cylinders. These do not contain ova. Dr. Galabin 
s&ys that he has found ' a similar glandular growth, com- 
mencing from Graafian follicles, every stage being visible, 
from that of a single pouch or diverticulum, in the wall of 
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the otherwise spherical follicle.' These epithelial tubes a 
not true Pfliiger'a ducts, from which Waldeyer eonsidew" 
ovarian tumours are developed. This is a new adenomatous 
formation; the cystic development is secondary. 'The 
first trace of the cyst,' says Scbroeder, ' the ovarian fullide, 
is probahly always congenital ; indeed, we shall have to go 
even further than this, inasmuch as small degenerated cysts 
are frequently found in new-born infants, a fact which seems 
to prove that the very beginnings of the tumour-formation 
are congenital, and that these beginnings persist for a long 
time (almost always until after puberty) without further 
development.' 

But he does not regard any form of uterine cystoma as 
simply congenital ' in the sense that the fcetal glandular 
ibtlicles, which give rise to its development, are preserved 
after birth, but that small cysts (sometimes as large as peaej 
are themselves congenital, which remain of the same siaa 
during childhood, and later begin to undergo a further 
development.' Cysts may develop after the rupture of tie 
follicle, from the corpus luteum, after closure of the orifice 
where the rupture occurred. The presence of ova in the 
cysts has been proved by Eokitansky, Ritchie, and others 
Colloid material is found in the small cysts at the time of 
birth, but the development of the cyst does not t^e place 
until after puberty. Proliferous growth of cysts (mnlli' 
iocular), according to AV^ilson Fox and Waldeyer, is dae 
to glandular secondary formation from the walls of the cjst. 
In one variety the epithelial elements take the principal 
part in the proliferation ; in the other, the connective-ti^afl 
forma papillary growths, which project into the interior of 
the cyst. Both varieties of growth may be found in the 
same cyst. In some tumours the excessive development of 
gland-tissue may convert the cyst into a solid mass. Sir 
Spencer Wells, in explaining the mode of proliferation in 
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^Bts, poiats OQb that tlie Graafian follicle is itself a pro- 
Ivferous ccU — in the generation of the germinal vesicle, 
germinal spot, and the further cell formation through the 
spermatic influence. Blasting of the ovum, from any cause, 
gives rise to abnormal cell -development, which shows itself 
in ' eccentric shapings ' and groupings, and ultimately in 
'pouch-like projections.'* The proliferous cyst soon fills 
with progeny. The surfaces of these secondary growths are 
covered with a 'generation of epithelium,' which may in 
their turn form cysts — new cystic productions. 

Pafholo^cal jUiaiomij. — The unilocular character of the 
cyat depends upon the absorption or bursting of the wall 
intervening between the two cysts. This is due to pressure. 
The rupture becomes larger, and finally the smaller cyst 
forms a rounded prominence on the wall of the larger one 
(Schroeder). By the fusion of several cysts in this manner, 
the unilocular cyst is formed. The septa found in the 
interior of the cyst are the remains of the old cyst-wall. 
The multilocular is the primary condition, the unilocular is 
the secondary product of this gradual merging of several 
cysts into one. The entire cystoma consists of a pedicle, 
cyst-wall, and fluid contents. 

The Pedicle is made up of the ovarian ligament, the broad 

Kament) the Fallopian tube, and the connective-tissue. 
' The walls,' says AVella, ' of even these enormous sacs 
I, after all, in their simple forms, only the continued 
growths of some of the original ovarian tissues. No new 
elements are superadded. There is only a surplus of 
material, malarranged and out of place.' At first the cysts 
are seen projecting from the stroma of the ovary, or enve- 
loped by its fibrous tissue. The coats cannot then be 
distinguished from the natural structure of a Graafian 
'with growth comes greater thickness, opacity, 
" A process of repeated genniiuition. 
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and finonesB.' The coat consists of its epithelial lining, 
fibrous layer, with its nerves and arteries and veins, &n( 
the external covering or peritoneum. The thinnest portion 
of the tumour is that which is most distant from the 
pedicle. Pressure, over-distenaion, and interruption of 
circulation may lead to degeneration and rupture of 
sac-waU (Wells). 

Extra-ovarian Cijsk may form in the broad ligament ; in 
' the tulDuIes of the parovarium from the e3q)ansion of the 
terminal bulbs of the Wolffian body, or they may develop 
in the tissue connecting the peritoneum with the uterus. 
Cysts of the parovarium are generally unilocular. They 
contain a clear, watery fluid of low epecific gravity, anil 
with very little albumen. The cyst may grow to a very 
large size. The peritoneal covering peels off readily after 
death, thus distinguishing the parovarian cyst from the 
ovarian (Duncan). The simple nature of the fluid when 
examined during life may enable the surgeon to diagnose a 
parovarian from a true ovarian cyat. Such cyata may rupture, 
and a spontaneous cure may follow. 

The Conlenls of Ovarian Cysis vary. In the simpler kinds 
there ia a pale, straw-coloured fluid, which is of a epeciBi: 
gravity of 1010 — 1020, containing little or no albumen, 
and which is not spontaneously coagulable. 'Ascitic fluids,' 
says Wells, 'never contain more solid matter than the 
serum of the blood, and the greater number of ovarian 
fluids have even less; but any serous fluid taken from th^ 
abdomen of a woman which, when filtered, leaves after 
evaporation a dry residue in excess of that which would l>e 
found in blood-serum, may be pronounced upon as posi- 
tively ovarian.' In other ovarian cysts the fluid is thicii 
and gelatinous, not coming readUy through the canula on 
tapping, and of a colloid nature; this is specially the caer 
in multilocular cysts. Occasionally it ia of a grumoui 
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r, &oin the quantity of fatty and caseous matter 
preeent. It may contain both pus and blood. Thus botli 
the colour and consistency vary considerably. An impor- 
tant practical point is that tapping appears to increase the 
density of the fluid in an olygo-cystie tumour. 

Chemical Cluiraderisiics of tite Fluid of Ovari/in Cysts.— 
]. Ovarian fl aid does not spontaneously coagulate. 3. A 
small quantity of the fluid can be laid aside and examined 
after twenty-four hours for any shreds or filaments of fibrine ; 
in ascites these filaments are, as a rule, present. 3. Glitter- 
ing particles of cholesterine are occasionally seen in ovarian 
fluid — very rarely in ascitic fluid. 4. The dry residue of 
the fluid from an ovarian cyst, when filtered, should not 
weigh (C. M^hn) more than 70 — 80 grammes per kilo- 
gramme. This test hardly leaves any room for doubt. 
5, Pairalbumen and Meialbiimen. Paralhnmen is detected 
by the passage of a stream of carbonic acid gas through the 
filtered fluid, and the formation of a precipitate. A portion 
of the fluid is boiled in a test-^tube; to the coagulum of 
albumen which forms, twice the volume of strong acetic 
acid is added. The coagulum is boiled and shaken. True 
albumen coagulum is not affected. That of paralbumen or 
metalbumen either dissolves or forms a transparent, jelly- 
The test I have been in the habit of applying 
• metalbumen is that recommended by Thomas. The 

nid is digested with absolute alcohol for three days. The 
^ecipitate is filtered ofl' and heated with distilled water. 

Ibis fluid is again filtered, and the metalbumen precipitated 
Pty sulphate of magnesia. But it is not to be thought that 
in the presence or absence of these albuminous products we 
have an infallible test of the character of the fiuid which 
is causing abdominal distension. In the case of a multi- 
locular cyato-sarcomatous tumour, removed by me from a 
girl aged twenty, and exhibited in 1883, at the Academy 
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of Medicine in Ireland, the diagnosis was obscured by X 
presence of a large quantity of ascitic fluid, which disten^M 
the abdomen. It was found on removal of this tumour that a 
few of the superficial cysts had ruptured, and this explained 
the ascites, which could not be accounted for before opera- 
tion, all the viscera being healthy. She bad been twice 
tapped. On drawing oft' some of the fluid prior to opera- 
tion, for the purpose of diagnosis, it was found to contain 
soma slight traces of paralbumen, and yet it did not sjion- 
taneously coagulate, as ascitic fluid would. A few of Drya- 
dale'a granular cells were found in different portions of the 
fiuid examined. The operation proved the fluid to he in 
greater part ascitic, the few cysts which had burst on the sur- 
face of the cystoma not being larger in size than a hen's egjr. 
Eiscliwald has divided the organic contents of the fluids 
found in cysts under two heads, and classified them thus : 

1, Mucous, 

Colloid particles and substance. 

Mucin. 

Muco-peptonc 

2. Albuminous. 
Albumen. 
Paralbumen. 

Metalbumen. 

Al bu mino-pepton e. 

The inorganic (16Ms amounts to 8-27 parts in 1000, antl 
is principally composed of soda and salts or eoda and poUsK 
Not the least interesting feature connected with the patho- 
logy of ovarian cysts is the form of slow digestion of the 
solid portions of the cyst through the presence of these 
ferments, muco-peptone and albumino-peptone. The genenJ 
emaciation which accompanies the growth of the larg et | 
tumours is accounted for. 

Microscopic Appearances. — With the microscope i 
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e found, according to the nature of the cyst, and 
the inflammatory or degenerative changes which have oc- 
cun-ed in it. Thus fat-globulea, oryatala of cholesterine, 
pua, blood, and epithelial cells, are frequently present. But 
the most characteristic cell is that which is associated with 
Dr. Drysdale'a name. This granular cell has no nucleus ; 
the addition of acetic acid makes the granules more appa- 
rent and the cell more transparent, but does not bring any 
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IG. 178. — Microscfiylo Appearances of Ovarian I'luid (Drjsdale). 
t epitheliol oella ; B, oii-globtilea ; C, grnnular matter ; II, granulai' 
"l (Drysdale'a); E, hlood-oorpUBoIea ; ¥, inflammatory globules of 
" calls, befora addition of acetic acid ; H, pua-cellB, 
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plcleus into view, while ether has hardly any effect on it, 
t that this cell can be looked on as pathognomonic of 
I ovarian cyst. It is believed that these granular cells 
^ but the nuclei of cells which have undergone fatty de- 
neration (Garrigues). But perhaps the most icnportaat 
^t the microscope can throw on the nature of an abdo- 
[Dal tumour is in the diagaosis of malignant ovarian 
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In a paper read before the Edinburgh Medico-Chimrg^cal 
Society, in 1875, Dr. James Fowlis drew attention to the 
'proliferating masses of epithelium' found in the ascitic 
fluid surrounding a malignant ovarian tumour and in malig- 
nant peritonitis. By the detection of these sprouting cells 
he was enabled to diagnose accurately the malignant nature 
of the tumour. {The reader can refer to two interesting 
papers on this subject by Dr. Fowlia, in the British Medical 




Jmmal of July 20, 1878, and November 2i 
quot« a few sentences from the first of these 
lignant ovarian tumours are generally surroundi 
fluid. The ascitic fluid should in all cases be examined^* 
the microscope. If in such ascitic fluid we find a Iwge 
number of masses of sprouting, vigorously growing eel 
some of which masses may be seen by the naked eye, 
may safely conclude that the peritoueum is the seat of 
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moat serious afTection, and that there are numerous adhe< 
sions between the tumour aud the neighbouring parts, 
which will prevent its complete removal by ovariotomy. 
If these masses be found in btoodi/ ascitic fluid, we may con- 
clude that there are vascular villous growths on the peri- 
toneum ; and if, in addition, the glands in the groin or else< 
where be enlarged, the tumour and pentoneal growths are 
certainly carcinomatous ' He specially refers to the im- 



IS. 180.— Dr. FowKb'b Malignant Oell-groupa (borrowed from Hart 
Mid Bubour). The cluster of culle in the left-hand earner werii 
I found in ucitic fluid, Biirrounding u largo cjato-saroomft of the ovary; 

the remaining Gell-groopn were found in the deposit from ascitic fluid 
aurrounding a large, soft, nmlignant tumoiu' of ovary. (Drawn with 
camera lueida under a power of 3fiO diaiDBtera ; No. 3 ocular.) 

portance of finding these sprouting masses in the surround- 
ing fluid, as, if they are still confined to the cystrfluid, the 
growth may bo removed without risk of future peritoneal 
infection. Fig. 180 (borrowed from Hart and Barbour) 
shows some of these sprouting cell groups. 
^^(HaTisation. — We might assume that during the period of 
^Hfe when there is active ovarian excitement and frequently 
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recurring ovarian congestion a. woman would be 
to ovarian disease And so it is found in practice that tf 
far the larger number of cases occur from twenty to forty. 
Thus, of Mr. Wells's 1000 cases operated on from 1858 to 
1880, 531 were from ^0 to 40 years of age, and 228 from 
40 to 60, There does not appear to be any specific cause 
to which we can attribute the development of orarian 
tumours. But we may assume that all of those iniluei 
which tend to produce and maintain ovarian congestion 
likely to act as predisposing causes of the disease. 

DuTat'on and Tei'mination. — It would appear that 
one to three years is the average duration of the disease 
when it is not surgically interfered with. But it is the 
experience of most men who have seen many cases of 
ovarian disease that instances every now and then occur in 
which the disease baa lasted, without any interference, 
much longer than this. 

Sponlanems Cure. — This may possibly occur in eithi 
the following ways : 

1. Discbarge of cyst into the peritoneum and a.1)Borpla( 

2. Twisting of the pedicle, and gradual strangulation of 
its Tessels. 

Suppuration of the Ci/si Wall— This often leads to peri- 
tonitis, hectic, and death. But even under this most uo- 
favourable of circumstances (suppuration) the operation of 
ovariotomy has been performed successfully. 

Twisting of the Pedicle may lead to fatal peritonitis, or 
gangrene and septiceemia. 

Discharge of the Contents of ike Cyst, or of blood from the 
vessels of the cyst-wall, may cause fatal htemorrhage into 
the interior of the cyst, and death. 

Death may remit from Exhaustion, consequent upon the 
long-continued drain on the system, repeated attacks of 
jieritonitis, the persistent interference with the fiinctiont 
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f the other vital organs, 6uch as tJie lungs, the pelvic vis- 
i, the kidneys, and the bowel 
(For further particulars of the diagnosis of tubo-ovarian, 
idermoid, and sarcomatous cysta, see such works as those of 
HCPells or Thomas.) 



DUGNOsis OF Ovarian Cysts. 

That practitioner will have the least chance of commit- 
ting an error in the diagnosis of an abdominal tumour who 
commences his examination of the case, recollecting the 
many possible and likely sources of error which he has to 
avoid, I have been in the habit of directing the attention 
of my class to the carefully collated list of forty-three dis- 
eased conditions which Dr. Gaillard Thomas* shows may 
be mistaken for ovarian cystoma. It must also be remem- 
bered that it is not in the well-marked case of ovarian cystic 
ilisease that the careful surgeon is apt to fall into error. 
Rather is it when he is confronted by a case in which some 
obscure and unfamiliar signs are present, and when the 
history of the growth of the tumour is not clear, or that 
evident complications exist, such, for example, as pregnancy, 
great obesity, ascites, cystic degeneration of any of the ab- 
dominal viscera. But, independently of the nature of the 
tumour, there are other points which he has to decide, and 
which are of vital moment to the woman. Sucli are, its 
L benign or malignant character, the presence of adhesions, 
^ktbe amount of solid matter present and its position, the 
^Vgeueral constitutional state of the woman, and the evidence 
^Kof any grave affection of the lungs, heart, kidney, liver, 
spleen, bowel, or uterus, which may complicate the opera- 
tion of ovariotomy, and contra-indicate its performance. 
Overweening self-confidence and ignorant assurance — which 

* ' DiseiiaeB of Women,' Bth edition, 1881, p. 705. 
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we frequently meet with as weedy growths, sprioging Fra 
the uncultiyated soil of what some are pleased to call t 
' eT^erience,' and which, when we come to inquire into its 
claims to attention, we find means nothing more than the 
accumulated heaping of ignorance on ignorance in the 
mental ashpit, where the fungus of empirical experience is 
the only product that remains to assert itself amidat the 
stagnant d&rrU of an uneducated and routine observatioa 
— will nowhere more startlingly meet the rebuff they merit 
than in the case of over-confident diagnosis of abdominal 
tumours. 

It may be well to enumerate those conditions* which ■ 
are moat likely to confound with ovarian cystic disease : 
*Great obesity. 

♦Hysterical tympanites and phantom tumour. 
*PiEcal tumour. 

Dilatation of the stomach, f 

Distended bladder, 

Hosmatometra. 

Physometra. 

Hydro-saipinx. 

* Ascites, 
Encysted dropsy. 

♦Hsematocela 
Cystic disease of the parovarium. 

* 91 II kidney. 

* Thosa oonditions marked bo (*), I have mjgelf known mistaien 



the CI 

»ioD. Before verifyiog hia diognoaia I placed the gid twica u 
cbloroform, bo great was the diateneion and occiuniilBitioD of tiqiuil U<1 
yas in the Btomach, She waa under tlie care of Dr, Townsend tor twos 
inontha in hoapital. She went cut with the Bwelling greatly leduced, 
and I believe now enjojB fair health. 
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Cystic disease of the spleen. 
* ,1 „ liver. 

„ „ uterus. 

*Uterine fibroma. 

Enlargements of the liver and spleen. 
^Disease of the abdominal glands. 
*Omental tumour. 

Displacements of liver and spleen. 
*Pregnancy. 

Extra-uterine foetation. 

Hydramnios.t 

Death of foetus. 

Pelvic abscess. 

*Accumulation of pus or serum in the peritoneal cavity. 
^Malignant disease of the uterus. 

„ „ „ peritoneum. 

Examination of a Suspected Case of Ovarian 

Tumour. 

To avoid repetition I must refer the reader to the chapters 
on ' The Examination of a Case/ for the steps which must 
be followed in completing a diagnosis, and the appliances 
necessary to conduct such examination. I shall here classify 
the positive and negative signs on which we rely in arriving 
at a diagnosis. Before doing so it may be well to refer to 
the most important facts in the history of an ovarian growth, 
and which assist in diagnosis. 

t I went, some years since, with the late Dr. Gregg, of Cork, pre- 
pared to tap a case in which most urgent symptoms of dyspnoea and 
lung complication threatened life, from what we both decided, after 
most careful examination, was an enormous collection of ascitic fluid. 
There was albumen in the urine, and great oedema of the lower ex- 
tremities. Before finally puncturing the abdominal wall, I passed the 
uterine sound, and discovered the enlarged uterus. The patient was 
delivered within twenty-four hours of a healthy child, who is alive to 
this day. 



' is not much to rely on in regard to the menstrual periods. 
There may be no interruption of menstruation ; there is 
occasionally even raenorrhagia ; or, on the other hand, the 
flow may become in the hrst instance scanty, and finally 
cease. The breasts may slightly enlarge, and the characteristic 
appearances of early pregnancy (with the exception of the 
secretion of milk*) may be present Obscure peritoneal pains 
are sometimes complained of— the result of distension or 
stretching of tlie peritoneum, or twisting of the pedicle. 
Nausea and vomiting occasionally accompany such pains. 




Fig. 182.— Ovarian Tnnioiir (Bright). 

After the Tumour lists above the Pelvis. — The growth may 
still be distinctly asymmetrical, but gradually it assumes a 
central position. There is not any regularity in the rate 
of growth. Some tumours may increase very alowly, or 
remain quiescent for a time ; others develop with extra- 
ordinary rapidity, each week producing a marked change 
in the shape and size of the abdomen. The growth may 
now be attended with abdominal tenderness in parts, or 
' See remark un prolunged lactation. 
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peritoneal pain, while the pelvic symptoms are relieved 

The countenance gradually begina to change. Etnaciation," 
anxiety, suffering, confinement, begin to tell in the expres. 
sion of the face. As Welk graphically describes the ' facies 
ovariana ' of a case figured in his recent work : ' The emaci- 
ation, the prominent, almost nncov^ered bones, the expres- 
sion of anxiety and suffering, the furrowed forehead, the 
sunken eyes, the open, sharply defined nostrils, the long, 
compressed lips, the depressed angles of the mouth, and 
the deep wrinkles curving round these angles, form a face 
which is strikingly characterislic' Should relief not come 
by operative means, the abdominal distension increases, the 
superficial veins may become enlai^ed, lineie albicantea ap- 
pear, constitutional symptoms, both thoracic and abdominal, 
are aggravated by the increasing pressure, and the patient 
finally sinks from the combined effects of emaciation and 
organic disease induced in the heart, lungs, stomach, or 
kidneys. 

Physical Signs, Positive and Negative, of Ovaruk 

TUMOOBS. 

Positive Signs. 

A tumour at first noticed in either inguinal region, 
gradually becoming central ; the greatest cironra- 
ferential measurement being below umbilicus ; lateral 
measurement in the early stages increased from 
the middle line to the vertebral column, or from the 
anterior superior spine to the umbilicus of the side 
affected. 

Outline of the retained tumour can be defined. 

Abdominal integument tense, frequently thinned — other- 
wise not abnormal. 
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r liater Btages : diatension of abdominal veias, and linete 

albicantea seen. 
Fluctuation limited to the dull area. Wave most distinct, 

but not so superficial as tbe ascitic wave. 
Dulnese on percussion central ; not much affected by 

change of posture ; resonance in the flanks from the 

intestinal displacement 
Uterus frequently displaced behind the cyst ; on vaginal 

examination the uterus is frequently found drawn up 

from the examining finger; the cervix may be shortened. 



I Sla. 183.— Uull Areas 




Tumour nnd Ascites (Bamee). 



' Aortic pulsations (Atlee) are transmitted through the 
tumour. 

The 'faciea ovariana' is present 

The fluid drawn by aspiration or paracentesis is usually 
of an amber colour, but varies in colour and consis- 
tence; is viscid and sticky, of specific gravity 1015 
to 1030; contains paralbumen and metalbumen ; when 
examined under the microscope various forms of cpi 
thelial cells are seen, mixed with cholesterine particles, 
and perhaps oil-globules or blood-cells. The charac- 
teristic cell described by Dryadale as pathognomonic 
ia a non-nucleated granular cell on which ether has no 
effect, and acetic acid only tenders the granules more 
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distinct. Exploratory incision (as the first step of 
ovariotomy) detects the bluish-white, or gUsteni^ 
and smootli trait of the cyat. 



Negative Signs. 

The general health does not rapidly deteriorate. 

The catamenia are not generally absent, though th< 

may be scanty. 
There is seldom menorrhagia. 
There is no cardiac, renal, or hepatic disease to ezpUj 

the dropsy. 
(Edema of the extremities is not present (until very li 

in the disease). 
The tumour is not central from the first; it does not 

proportionately increase from mouth to month, as in 

the case of the pregnant uterus ; it is not hard and d 

sisting. 
The umbilicus is not prominent, bulged i 

looking, or thinned. 
The integument is not materially altered in appc 

or otdematous ; the distension of the superficial veiHIj 

as a rule, comes on late in the disease. 
The cachexia of malignant disease, and of organic disease 

in the viscera, or of malignant ascites, is absent 
The most important signs of pregnancy are absent, sach 



Milk in the breasts. (Not necessarily absent. 

ovarian tumour may develop during prolonged 

lactation) ; 
The fcetal pulsation ; 
Uterine contractions; 
Balottement. (N^ot necessarily absent. A aoltd 

tumour may be contained in an enlarged cyst, and 







give the sense of balottement on practising this 
test) 

The OB uteri is not soft and patulous. 

The uterine cavity ia not (generally) enlarged 

The uterus does not move with the tumour, nor ia the 
uterus found to be continuous with it, (recto-vaginal 
and utero-abdoniinal methods). 

There is no history of rigors, hectic, great pain, and 
nightly exacerbatiou of temperature. 

The tumour does not lessen or disappear on the admini- 
atratiou of chloroform, nor can any considerable de- 
pression he made in it under the influence of the anies- 
thetic. 

It does not diminish perceptibly when the bladder ia 



There is no inordinate obesity in other parts of the body. 

The fluid is not of very low specific gravity; it ia not 
pure Eerum; it does not spontaneously coagulate; it 
does not, when kept, deposit filamentous partictea of 
fibriDe. The characteristic fibre cell of Atlee is present. 

Paracentesis does not cure the disease. 

Exploratory iucision does not expose a dark-cotouied and 
vascular tumour. 

Diagnosis of Adhesions. 
After his unrivalled experience in ovariotomy, Sir Spencer 
Wells remarks : ' Practically, therefore, in deciding whether 
ovariotomy should be recommended or not, adhesions to 
the abdominal wall may be almost disregarded.' Though 
this may be so in the hands of so skilled an operator as 
Sir Spencer Wells, it is widely different with those about 
to operate for the first time, or who can only count their 
ovariotomy for every twenty of his. How much more so 
t the presence of adhesions to the pelvic viscera and 
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intestines influence the chances of a. successful operatioir 
the case of a young operator J ' Adbesions low down in 
the pelvis," saya the same author, ' are, on the contrary, of 
great importance. The difficulty is to separate them with- 
out serious injury to the rectum, or bladder, or the ureters, 
or to large bloodvessels, or to nerves, , . When deep-seated 
and very intimate, the dissection necessary is out of the 
question in the living patient, and gives no small trouble 
in the dead.' To detect adhesions to the abdominal wall 
the patient is placed on her back, with the knees raised, 
opposite a good light, and the abdomen must be entirely 
uncovered. The proofs that Sir Spencer Wells relies on 
that the e3-st is free of adhesions to the abdominal parietes 
are as follow : (n) Movement of the cyat-wall with the acts 
of respiration (percussion enables us to limit tbe superior 
border of the cyat, and prevents our mistaking it for the 
tranaversQ colon), (h) By percussion the dull sound wil! 
descend a few inches in inspiration, rising again in espura- 
tion. (f) With the hands placed flatly on the abdominal 
wall, no crepitus can be felt, which is present if any adhesive 
cords of lymph stretch from the cyat to the abdomiDil 
wall; audible crepitus is beard when the lymph-surfaces are 
recent (the fact that omentum may intervene between the 
cyst and tbe abdominal wall is not to be forgotten ; its 
proximity to intestine, and the consequent resonance im 
percussion, and the softer and doughy fee!, help to distin- 
guish it), (d) 'The recumbent patient is directed to try 
and sit up without assisting herself by her hands or 
elbows. This effort puts the recti on the stretch, and if a 
tense ovarian cyst is free from adhesion, it falls backwards 
and to the sides, while the muscles form a projecting ridge 
in the centre of the abdomen.' Only when the adherent 
cyst is ' flaccid or partially empty' is tliis appearance eeea 
(e) The umbilicus moves with an adherent cyst. (/) By 
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placing the woman in the hnee-elbow position, and exam- 
ining the tumour through the vagina, if there are pelvic 
adhesions it does not yield to digital pressure, and the 
uterus may be pushed out of position or fixed. A portion 
of an ovarian cyst may occupy the pelvis and become fixed 
there, and still no adhesions exist, (g) If there have been 
recurrent attacks of peritonitis, with severe pain and uterine 
cramp, we may suspect that there are adhesions, or some 
twisting of the pedicle. 

Inflammation and suppuration of the interior of the tumaur 

may be suspected if there are rigors, rapid pulse, diarrhcea, 

hectic and elevation of temperature. Such inflammatory 

action may lead to rupture of the cyst and discharge of its 

^^onteuts into the abdominal cavity, or, as the consequence 

^Bf adhesions, the cyst may empty itself through a fistulous 

^Hjiening through the abdominal wall or discharge itself by 

^Rhfi vagina, bladder, uterus, or rectum. Death may occur 

' ultimately from pyiemia or exhaustion, 

IiUemal hemorrhage into the interior of the cyst will be 
suspected if symptoms of intense ahock set in suddenly with 
collapse. 

I have thus very briefly summarized the most important 
and reliable signs and symptoms by means of which we are 
enabled to say : 1st, that the growth is ovarian; 2nd, that 
it is unilocular or multilocular ; 3rd, that it is not malig- 
nant; 4th, that it is not a cyst of the parovarian ; 5th, that 
there are or are not adhesions; 6th, that inflammatory 
changes have not occurred ; Tth, that internal haamorrhage 
is not going oa into the cyst. For further information on 
this subject, I must refer my readers to the works already 
alluded to. 
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is seldom that the caxeful diagaostlcian, proceeding 
step by step in the examination of a case, will fall into 
error. Keeping clearly in his mind the posaible pitfalls 
always open for hasty conclusions, he must check one test 
by the application of another, and deliberately balance pro- 
babilities. Should he be in doubt as between any two 
decisions, he wilt carefully apply all the facts of the case 
to each separately, comparing critically the weight of 
evidence which inclines him one way or other. The prac- 
titioner has to remember that sucb conditions as pregnancy, 
encysted dropsy, ascites, fibro-cystic disease of the uterus, 
extra-uterine foatation, hydramnios, have deceived the most 
experienced living authorities. Therefore he will hurriedly 
express no opinion either to patient or friends ; nor indeed 
will he commit himself to any final opinion, in case of doubt, 
to any consultant, or in sending a case to hospital. The case 
ia one of ' abdominal ' or ' pelvic ' tumour until such time 
as its natnre is clearly defined. Should any uncertainty re- 
main, it is better to leave the question an open one. This 
is the more necessary, as in many instances he may not 
have the means or opportunity of applying such crucial testa 
as aspiration, paracentesis, the microscope, and chemical 
analysis. And oae caution more I may add here. Even 
when the fact of the existence of an ovarian cyst is de- 
cided, we have to recollect that complication may exist, 
snch as pregnancy, ascites, inflammatory conditions of the 
pelvic, or general peritoneum, malignant disease, uterine 
tumour, cysts of the abdominal viscera, etc. There may 
be two ovarian tumours; one may escape detection. (Should 
tlie two ovaries be involved, there is generally a double 
tumour and a well-marked sulcus between.) Before we finally 
express any decided opinion, it is well to exclude the possi- 
bility of any complication, as, through it, the case afterwards 
may assume much more serious proportions, and there may 
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tompound or multUocuIar cfste, the third propositioQ holds 



. That one or many tappinga do not increase C' 
ably the mortality of ovariotomy, 

'3. That tapping may sometimes be a useful prelude 
to ovanotomy, either as a means of gaining time for a, 
patient's general health to recover, clearing the urine of its 
load of albumen with whiuh it is sometimes charged under 
the mere influence of pressure, or of lessening shock by 
relieving her of the fluid a few hours or days before remov- 
ng the solid portion of an ovarian cyst ; and 

' 4. That when the syphon-trocar (Spencer Wells's) is 
carefully used, in such a manner as to prevent the escape 
of ovarian fluid into the peritoneal cavity, and the entrance 
of air or of putrefactive material into the cyst, the danger of 
tapping is extremely small.' 

Tapping through the rectum is a step we need not con- 
nder ; and all other means, such as injection of iodine, and 
the formation of a permanent opening in the cyst, have been 
generally abandoned. Sir Spencer Wells still recommends 
llie injection of iodine when, after tapping by the abdominal 
Irall or elsewhere, inflammation has occurred, and the patient 
U aufiering from the decomposing contents of the cyst. It 
Ih well to deodorize the fluid which escapes. This lessens 
^e risk of pyaemia and septicemia. A solution of one part 
rf iodine and two of sulphurous acid to twenty of water, or 
gt one part of sulphurous acid to eight of tepid water, is 
iBed. This is injected night and morning. 

I omit in this work all reference to the operation of 
jvariotomy. Those who wish to study the steps of ova- 
riotomy, and all the safeguards with which they must 
mrround their patient in order to secure success, had far 
utter read the accurate details of this operation and all the 
reliminary preparations in the work on ' Ovarian Tumours' 
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of Sir Spencer WcIIb. I shall only here remark, that t 
surgeon who is not familiar with the accidents and complt 
cations to be met with in the removal of large abdominal 
tumours, and whose manipulative skill is not seconded by 
the experience gained, both in aceing ovariotomy performed, 
and assisting at the operation, assumes a grave responsibility 
in operating from any written description, no matter how 
complete. 

Certainly in no major operation of surgery is greater 
coolness, nerve, readiness of resource, decision, and frequentiy 
manipulative skill required than in the careful removal of 
cmnplieaUd ovarian cysts. The operator who feels that he 
has in himself these qualities, may have no hesitation in 
operating. He who docs not, has no justification in attempling 
an optration frequently requiring all of thin. 

Sir Spencer Wells's observations on the expediency of 
operating are worthy the attention of all surgeons : 

' The question when surgical aid really is required, or how 
long a patient should be left to ordinary medical care, un- 
disturbed by any medical treatment, is one which is daily 
occurring in practice; and the answer should be framed 
upon some such common-sense rules as the following. So 
long as the patient does not suffer much pain, is not an- 
noyed by her size and appearance, has no great difficulty in 
locomotion, does not suffer from injurious pressure on the 
organs of the chest, abdomen, or pelvis ; and so long as the 
heart and lungs, digestive organs, kidneys, bladder, and 
rectum perform their functions tolerably well, the idea of a 
surgical operation should seldom be entertained. And if 
we look only at the urgency of the present circumstances, 
nothing need be done. Life is not immediately threatened; 
and by watching the advancing symptoms, the moment for 
action can almost always be determined. But with UiS 
experience of the nine years which have elapsed since the 
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publication of my edition of 1872, 1 have become more and 
more disposed to advise the removal of an ovarian tumour 
as soon as its nature and connections can be clearly ascer- 
tained, and it is beginning in any way physically or mentally 
to do harm, since the risk of the operation under such 
circumstances is certainly less, and the possible evils of 
delay are eluded. Where, however, while the development 
continues, the symptoms follow their usual course, and the 
distress of the patient forces her to demand some kind of 
relief, there is either reluctance or refusal to face the lia- 
bilities of excision, or family considerations impose the 
necessity of delay, the size, nature, and connections of 
the tumour must guide us in the selection of one or other 
of the minor methods of palliative surgical treatment, which, 
though they seldom lead to a cure, have the advantage of 
enabling us to alleviate the most distressing symptoms, and 
to wait for an opportunity to try some of the greater expe- 
dients which have been from time to time adopted for the 
obliteration of these cysts, or to carry out the last resource 
of ovariotomy.' 




Vaginismus.* — ' VaginiBmuB,' says Matthews Duncan, 'is a 
neurosis of motion, and it consUts of Bpaam.' The muscles 
priQcipally affected are the bulbo-cavemosi and the levator 
ani. But the entire muscular structure, voluntary and in- 
voluntary, appear to be involved in the spasm. There is a 
state of extreme irritability of the nerves supplying th«.; 
vulvar orifice and the vagina 

Causation. 
Hysteria. 

Slight ulceration of the vulvar orifice. 
Fissures. 
Disproportion between the size of the penis and the 

vaginal orifice. 
Caruncle of the urethra. 
Chronic vaginitis. 
Chronic endometritis. 
Masturbation. 
Incomplete intercourse. 
It is frequently associated with 
Amenorrhcea. 
Dysmenorrhcea. 
Uterine cervical catarrh. 

* The student can obtain no more oondae and c 
of the anHtomy of the female perinmun and pelvii 
given in the ' Manml of GjnaoDlogj',' of Meaara. Hart and B»rboiii. 
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i Physical Signs. — The slighteat touch, even 
, with a feather, of the mucous membrane of the vulva, 
I causes, in aggravated cases, pain and spaam. Examination 
' ivith the finger is impossible. Sexual intercouraej at first 
painful, becomes ultimately intolerable, and all sexual desire 
is lost. A patient, a few years since, consulted me who 
gave the following history. She married six months pre- 
viously, and never had proper connection. Her husband 
never had a complete erection. This led to frequently 
repeated jind futile attempts at intercourse. Of late any 
attempt at coitus produced the greatest pain. On exami- 
nation I found a catarrhal discharge pouring from the highly 
irritable and vascular vulva, Tbe general health had also 
deteriorated. On further inquiry I detected in the husband 
a spinal lesion, which explained the impotence. This is but 
an example of similar cases that I have from time to time 
Been in which ineffectual and awkward intercourse has 
gradually produced the irritability of the volvar muscles. 

On examination of the external genitals we may discover 

in some exquisitely sensitive spot the source of the pain 

f and dyepareunia. The margin of the hymen in married 

I women may be hypertrophied. We may detect a fissure 

I at the fourchette, some small ulcers about the hymen or 

ear the urethral orifice, or an irritable caruncle of the 

rethra and general vascularity of the vulvar orifice. In 

I »ny case of vaginismus where we cannot discover a local 

t caoEB for the spasm in the vulva or vagina, a careful explo- 

I ration of the rectum should he made. We may find the 

wBource of the affection in some ulcer, fissure, or haimorrhoi- 

1 state of the rectum or anus. 

is. — This is easily made, and the history of the 
s of itself sufficient to indicate the affection, 
Trealmeiit may be divided into general and local. 
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Tlie General Treatment consists of : 
Avoidance of intercourse. 
Change of air. 



Warm alkaline batlia of soda and starch ; used witli a 

speculum inserted into the vagina vkilB in the bath. 
Exercise. (Horse-exercise specially recommended.) 
Tonics; mineral acids; bark. 
Bromides, with valerian. 
Bromide and valerianate of zinc. 
Attention to diet, and avoidance of too stimulating^ 

diet. 
Local Treatment : 

Warm vaginal injections — 

Laudanum. 

Chloral. 

Liq. plumb, subacetatls. 

Tobacco. 
Suppositories — 

Morpliia (gr. L). 

Belladonna exL (gr. ii.). 

Iodoform (gr. v.). 

Hyoscyamua ext (gr. x.). 
Ointments — 

Belladonna (gr, xxx. ad 51!. of axungia) 

MorphiiB (gr. v. ad %l). 

Atropia (gr, ii. ad 51.). 

Iodoform with coumarin (gr. xx. — oiv.). 
Sims's vaginal dilator (this vaginal rest maybeworafl 

night, and also for some time in the day. It c 

be retained in its place by a perinseal bandage). 

Glycerine tampons may be worn at nighL 
The hot vaginal douche used night and morning, mlh 

alkaline, sedative, or astringent lotions added. 
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AppUcationB — 

Carbolic acid (gr. x ad 51.). 

Solution of nitrate of silver {gr. xx. — Ji. ad Ji., lightly 

pencilled to the seneitive parts), 
Nitrate of silver (the fused etick lightly touched to 

the sensitive spots), (Fig. 68.) 





Operalive Measures.— I have frequently done great service 
by the daily introduction of a diverging and conical Cusco'b 
bivalve vaginal speculum with obturator, or Lane's speculum 
(p. 70) maybe used. The patient having been aniesthetized 
(generally this step is required), the vulvar orifice is dilated 
with the thnmbs, and the speculum is passed. This ts then 
forcibly dilated and fixed by the screw, It is left thus for a 
few minutes. For a few days subsequently the speculum can 
be gently introduced and dilated. The vaginal rest maybe 



Sims's operation consists in ablatioo of the bymen 
and incision of the perinfeal body. The first step of the 
operation ia performed with a curved scissors ; the second 
with a scalpel, two incisions being made, one at either side 
of the mesial line of the perineeam, both meeting in the 
raphe. This operative procedure will seldom be found 
necessary if the other means of treatment are carefully 
cairied out. Obviously, all special applications will fail if 
we do not recognise and treat any diseased condition of 
uterus, vagina, or vulva which causes or complicates the 
vaginismus. The state of the urine must be carefully in- 
quired into, any uterine discharge attended to, any vascular 
urethral growths removed, small ulcerations and fissure of 
the vaginal orifice healed. These cases are frequently cured 
by parturition. At times the essentially neurotic nature of 
the complaint is shown by the return of the symptoms after 
the labour. But the proposition of Gaillard Thomao is not 
to be lost sight of, viz., in those cases where the marital 
act is impossible from the attendant pain, to thoroughly 
anassthetize the woman, in the hope that complete connec- 
tion, under these circumstances, may result in pregnancy. 

VAGrarns. 

The stress laid by Dr. MatthewB Duncan on the divisioa 
of vaginitis into constitutional and local ia most important 
from a practical point of view. It is natural that, in bis 
anxiety to cure this troublesome and often obstinate local 
disorder, the practitioner may overlook the cousUtutional 
state which is behind it. Few practitioners are there who 
cannot recall to mind cases of vaginitis which have resisted 
active local treatment, and in which some error of diet 
or disordered condition of the urinary organs has not 
explained the obstinacy of the inflammation. The recti^- 
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cation of the constitutional error has been the first step 
towards the amelioration of the local irritation. 
Varieti&s. — Vaginitis is : 

Aeule and Chronic 
Simple, 
Granular. 
Gonorrhceal. 
Diphtheritic. 
Causation. — In practice the first important point to decide 
is whether the vaginitis is a primary affection, or if it is 
secondary to either (a) any constitutional error, or (b) some 
local disorder in the uterus or bladder. 

As a primary affection it may owe its origin to ; 
Exposure to cold. 
Traumatic causes. 
Violent coitus. 
Pessaries. 
Caustics and irritants. 
Pathologij. — The vaginal mucous memhrane passes through 
the ordinary stages of inflammation ; increased vascu- 
larity ; congestion ; swelling ; at first, arrested, secondarily, 
increased secretion. This inflammatory state is attended 
by desquamation of the epithelium, and a secretion of 
mucus with pus. Frequently this stripping of the epi- 
thelium leads, with the irritation of accumulated acrid dis- 
charge, to ulceration. In patients whose general health is 
impaired, and who contract vaginitis through the irritation 
of purulent discharges from the uterus, membranes may 
form on the vaginal mucous surface, of a diphtheritic charac- 
ter. These same croupous taembranes are found in connec- 
tion with the exanthemata. 

Cause and SymploTiis. — Acute vaginitis reaches a climax 
in from eight to ten days. It commences with a sense of 
heat and burning in the vagina ; frequent desire to pass 
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water; mucopumlent or purulent discharge, wbicti i 
aionally is fcetid ; pelvic and periniea! vaginal pain or throb- 
biDg ; scalding and smartiog Bensation on miclnritioD ; 
excoriation of the vulva. 

Granidar Vagimtis. 

In this variety a ' granular ' condition of the 
memhrane follows the acute inflammatioc. The papi 
are enlarged, the mucous follicles also are hypertrophied. 
It is more commonly associated with pregnancy; but I have 
several times seen a granular state of the vaginal roacoua 
membrane where the inflammatory condition has arisen from 
gonorrhceal discharges, or where endometritis and cystitis 
have complicated the vaginitis. 

Physical Signs avd Symptoms. — If with the tubular speculam 
the vagina be cleaned out, and the walls wiped vi-ith cotton- 
wool, aa it is withdrawn, so as to remove all discharge, the 
mgie will be seen enlarged and the recto-vaginal and vesical 
septa swollen. The rough, eroded, granular, dark-red, and, 
here and there, fissured appearance of the mucous membrane 
is quite characteristic of this form of vaginitis. On wiping the 
surface of the membrane with a sponge or cotton-wool, in the 
earlier stages of the disease, we find that it bleeds readily. 
The OS and external surface of the cervix uteri are fre- 
quently engorged and granular. There is considerable irri- 
tation ; the patient awakes at night, disturbed by the itch- 
ing, smarting, and heat. Pruritis of the vulva is oflen 
present to aggravate the other symptoms, and this is ten- 
dered more difficult to treat in consequence of the acrid 
discharge which comes from the vagina. ^H 

Gmtnrhceal Vaginitis (Specific), ^H 

Few morbid conditions of the genital organs in a woBUtt 
are attended with so serious and permanent consequences u 
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Kgonoirhcea. Despite eveiy care in treatment, the latest 
Virns may from time to time give rise to a variety of pelvic 
disorders; and when we least easpect it, the gonorrhreal taint 
is the source of some obstinate affection of the ovary, Fal- 
lopian tube, uterus, or pelvic peritoneum. It ia not, then, so 
much on account of the immediate sjrmptoms or distress that 
we have to regard gonorrhoea in the female as a serious affec- 
tion, as the remote results which for years after the disease 
ia contracted may continue at irregular intervals to cause 
uterine and other pelvic trontle. 

Diagnosis. — This must depend on the history of the case; 
the examination of the husband ; the intensity of the symp- 
toms ; the transmission to the male from intercourse. It is 
necessary to lay special stress on the extreme care with 
which, should we suspect gonorrhcea in a married woman, 
we must investigate the case. Two facts have to be re- 
membered in practice, which have a most important bearing 
on the subject : 

1. Other discharges in the woman, than that of gonor- 
rhcea, may originate blenorrhteal discharge in the male. 
This is more likely to occur in men of a gouty temperament, 
and who may have had some latent urethritis existing, of a 
specific or non-speciGc nature. 

2. As we may have little to guide us save the intensity 
of the symptoms and the urethral complication, without 
other collateral and confirmatory proof, sufficient to warrant 
a practitioner in coming to a conclusion, we must be more 
than ordinarily cautions in expressing an opinion that this 
disease is specific 

It is easy at all times to judiciously frame an excuse for 
seeing either the husband or wife. And this can be done 
without letting either see that we suspect the disease is any- 
thing more than an ordinary attack of inflammation. This 
must depend on the tact and discretion of the practitioner, 
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Ou^rin explains the fact, well known in practice, i 
women who are apparently healthy, and who may fancy 

thomselves to be bo, often convey infection by the localiza- 
tion of the disease in the upper part of the vagina and 
the vaginal cul de sac. 

Syniploms ajid Phy^eal Signs. — Every symptom of simple 
vaginitis is exaggerated ; onset of attack more severe ; dis- 
charge more profuse and purulent ; local signs of inflamma- 
tion intensified ; greater scalding on passing urine ; greater 
swelling of the vulva, and it may be excoriation ; more fre- 
quent tinging of the discharge with blood. 

Some affections to which gonorrhEea may give rise ; 

Vulvitis and vulvar abscess. 

Cystitis, 

Metritis. 

Endometritis (cervical and corporeal). 

•Salpingitis. 

Ovaritis. 

Parametritis. 

Perimetritis. 

Sterility. 

Bubo. 
Treatment of Simple Vaginitis. — Acute stalls, 
bed ; warm baths ; vaginal injections containing M 
soda, Condy'a fluid (Ji.^ — Oi.), laudanum, decoction o 
beads, belladonna (such warm injections are to be used 
gently and slowly, not more than a pint at a time). The 
speculum may be used in the warm sit-hath, to which some 
carbonate of soda and starch have been added, and this can 
be repeated three times in the day. The warm vaginal 
douche, given with a Hayes tube, will be found to afford 
great relief; the nurse or the patient herself can be tauj 
how to secure Pome wool either on a uterine probe or 
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Inm forceps, and having smeared it well with some sedative 
ointment of morphia or beUadonna, to apply it to the vagi- 
nal mucoua membrane after the bath or injection. At night 
a medicated tampon of glycerine with belladonna or hyos- 
cyamus may be used. This can be applied the last thing 
before going to sleep, and removed In the early morning, 
Sleep may be secured by bromide of potassium and chloral, 
a preparation of opium or the use of a morphia suppository 
in the rectum. The bowel must bo kept free with a saline 
porgative. The diet should be non-stimulating, and alcohol 
had better be altogether abstained from. If there be ure- 
thritis and vesica! irritation, the oil of cubeba, copaiba, 
aantal, prescribed with emulsion of almonds, and in 
combioation with the liquor potassffi and tincture of hyoa- 
eyamus, will be found of service. The infusions of juniper, 
uva ursi, and buchu may be taken. Diluent drinks, and in- 
fusion of linseed should Ije given. When the acute stage 
has passed, astringent lotions of sulpho-carbolate of zinc, 
sulphate of zinc, subacetate of lead, alum, boracio acid, 
salicylic acid, tannic acid, matico, can be used. The warm 
douche should be continued, and the same sedatives used to 
allay irritation. Vaginal suppositories of belladonna, tannic 
acid, acetate of lead, iodoform, may be worn at night. Any 
uterine complicationshould be attended to, If there beafistu- 
lous oiJening into the vagina this should be closed- Should 
the disease prove obstinate, the vagina may be mopped out 
through a cylindrical speculum with a nitrate of silver solu- 
tion or carbolic acid and glycerine. Dr. Edis speaks highly 
of carbolic acid (Jii, — jiv, ad 51. glycerine) in case of granular 
vaginitis. I have found excellent results from the use of chlo- 
ride of zinc (gre. xxx. ad Ji. glycerine). The vagina is first 
wiped dry, and all discharge is removed. Having so done, I 
prefer to pack the vagina with a tampon of dry absorbent 
cotton-wool. This is left in the passage for a few minutes, 
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and then withdrawn. The vaginal walls are thus completely 
dried. A Fergusson's Gpeculum is now introduced, and the 
entire vagiaal surface is swabbed with any solution we wish 
to use, aa it is being withdrawn. It is not necessary, save 
in rare and obstinate coses, to use so powerful a solution 
as the above, ot the strong nitrate of silver one recommended 
by some (Jii. ad ^l aqute). On the whole, save in ve^ 
exceptional cases, I think practitioners will do well to ab- 
stain from strong and heroic remedies in vaginitis. Sims's 
glass vagiaal rest will be found a useful aid in dealing with 
vaginitis. 

Gonmrhaal Vag'mUis. 
There are some precautions which it is right to i 
that the practitioner should specially observe in this fonn 
of vaginitis ; 

1. In the acute stage avoid any forcible injecUone ; n 
simple soothing baths (Lawson Tait), 

2. Before employing the astringent washes let the » 
stage completely subside. 

3. Keep the patient under observation for some time aAff 
the disease is apparently cured. 

4. Remember the chronic and relapsing nature of ^ 
affection ; the liabUity of the patient to attacks of endo- 
metritis and ovaritis for a considerable time, and the latenl 
character of the gonoirhceal viru& 
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CHAPTEE XXIV. 

ATRESIA OF UTERUS AND VAGINA. 

Partial or complete closure of the uterine or vaginal canals 
or of the vulvar orifice may exist, either as a congenital mal- 
formation or an acquired condition. Partial closure of the 
uterine canal we are familiar with as ' stenosis.' Complete 
artesia of the uterus may be the result of closure either of the 
external or internal os. If there is closure of the external os 
uteri the entire uterus is generally distended, the walls being 
either hypertrophied or, on the other hand, considerably 
thinned (Scanzoni). If the internal os be closed, the cavity 
of the body is dilated. 

Causation. — •!. 'Congenital. Various forms of malforma- 
tion of the genital canal may exist, as double uterus with 
imperforate hymen at one side, or an absence of the vagina, 
or the double uterus has one horn closed and there is a 
single vagina ; and other malformations and complications 
may occur. 2. Acquired. 

The causes producing acquired atresia are : 

Parturition. 
The use of caustics. 
0][^rations on the cervix. 
Cervical endometritis. 
Senile atrophy. 
Physical Signs of Atresia of the Uterus : 
Absence of menstruation. 
Presence of a tumour in the hypogastrium. 

23—2 
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A uterine tumour felt through vagina, which give 

Benaation of elasticity. 
Impossibility of passing the uterine sound. 
Symptoms. — The symptoms will be those which we haw 
already considered as resulting from absence of menstnia- 
Uon. Also, the patient suffers from the consequences of the 
occlusion of the genital canal and the local accumulation 
of blood. These consequences, immediate and remote (in 
cervical atresia), are : 

Accumulation of blood in the uterus — hcematometra. 
„ „ „ Fallopian tube— 

salpinx. 
Accumulation of aemm in the uterus — ^hydrometrtL j 
Perimetritis. 
Pelvic htematocele. 
Vicarious haemorrhage. 

Bupture of the uterus or Fallopian tube — septica 
Atresia ufihe Vagina. — This condition is either ctmgenilal 
or acguired. In congenital atresia there is arrest of deve- 
lopment leading to complete or partial absence of the 
vagina. The hymen may be imperforate. The urethra 
may take the place of the vaginal canal, the os uteri opening 



The causeB of acquired atresia are ; 

Parturition. 

Injuries, burns, etc. 

Syphilitic ulceration. 

Caustics. 
Physical Signs ; 

Absence of menstruation after pubc 
Impossibility of copulation. 
Absence of the vaginal canal. 
Cicatricial adhesions in the vagina. 
Imperforate or persistent hymen. 
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Bulging of the hymen. 

Fluctuating tumour detected per rectum. 

Presence of uterus ascertained by the recto-vesical ex- 
amination. 

Enlargement of the abdomen. 

In the case of double vagina, there may be atresia of 
one vaginal canal, the other being permeable; a 
longitudinal vaginal tumour which is 'tense and 
fluctuating,' felt through the permeable vagina^ and 
cylindrical in shape (atresia vagina, Schroeder). 

Symptoms (after puberty) : 

Periodical pain and tenderness in the hypogastric 

region. 
Uterine colic. 
Vesical irritation. 
Eetention of urine. 
Abdominal tenderness. 
Constitutional symptoms of amenorrhoea. 
Vicarious hsemorrhage. 

Symptoms of Inflammation and HoBmorrhage from Retained 
Menses. 

Eapid pulse. 

Cold skin. 

Vomiting. 

Eigors. 

Violent abdominal and uterine pain. 

Elevation of temperature. 

Symptoms of haematocele. 

Perimetritis. 
The principal dangers to apprehend are : 

Peritonitis. 

Hsematocele. 

SepticsBmia. 
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The retained blood is : 

Dark coloured ; 

Of the conaisteoce of treacle ; has no coagulei. 

AlTesia of the Vidua, congenilal or acguired, -—Congemt^^ 
malformation of the vulva may accompany hypospadias 
(absence of urethra) and other congenital anomalies of the 
genital organs. The vulva may, in very rare cases, be 
entirely abeent, or it may permanently retain its infantile 
form. Tike labia majora or the nymphx may be adherent, 
and, occasionally, the former are so adherent posteriorly 
give the appearance of an enlarged perinfeum. The vuli 
orifice is occasionally closed from the same causes that 
duce atresia of the vagina. 

Treatment- — This depends on the seat of the occlnsi 
Operative interference may be demanded : 1. To set free 
the imprisoned menstrual fluid; 2. To permit of sexual 
intercourse. In all operations two principal dangers which 
have to be feared are : 

(a) The admission of air, and septic changes in the fluid. 

(S) The occurrence of uterine contractions, which may 
cause a retro-flow of the fluid through the Fallopian tubea 

To avoid the first danger, every antiseptic precaution, 
both before, during, and after the operation, should be taken 
to prevent the occurrence of septicjemia. The aspirator 
should be used to draw off the fluid. To prevent the 
second complication, it is better to draw off the fluid gra- 
dually, a very small needle of the aspirator, already recom- 
mended, being used. If the uterus is distended with fluid, 
and the atresia situated in the cervical canal, not more 
than one-third (Thomas) of the fluid should be drawn off 
on the first occasion. A week may be alloved to ekpse 
before a repetition of aspiration ; and this careful emptying 
of the uterus is continued until the entire fluid is remoTed 
The vagina must be well tamponed after each operation. 
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fbe operation for opening the canal of the uterus, practised 
by Thomas, he performs under a fine carbolized spray, and 
he thus describes the steps : ' The cervix is steadied witli 
a tenaculum, and a long exploriug needle is passed into the 
uterine cavity. The sense of resistance once over, the 
escape of a drop of blood will assure the operator of his 
success in reaching it. Then putting into the gutter of 
the needle a delicate tenotome, he pushes it upwards to the 
required distance to open the canal. This section is repeated 
on the other three sides ; the cavity of the uterus is syringed 
out with carbolized water, very gently forced from a small 
syringe; a glass plug is inserted in the cervix, and the 
vagina tamponed as after aspiration.' 

Operation, for Ctosurs of the Vagina. — For a complete 
description of the operations of Amussat and Dupuytren 
the reader must refer to the larger works on Gynecology. 
Id that of the former the steps are as follows : (1) A 
catheter is introduced into the bladder, and held by an 
assistant, and the linger of the left hand is carried into the 
rectum ; (2) a transverse incision is made through the 
integument, between the rectum and urethra ; (3) the 
handle of the knife and the finger are used to tear open a 
passage to the tumour ; (4) the tumour is opened with a 
trocar and cannula, a director is introduced through the 
cannula, and the latter is withdrawn ; (5) a knife is used 
on the director to enlarge the opening. In Dupuytren's 
operation, an incision is made in the first instance trans- 
versely. With the finger and knife-handfe, the tissues are 
then torn through until the tumour is reached A trocar is 
plunged into it, and the fluid evacuated. By means of a per- 
forated sound the opening is enlarged, and the cavity is then 
washed out, by means of a catheter, with some warm anti- 
septic water. The best method of operating in the case of 
imperforate hymen, and the precautions to be taken in per- 



forming either aspiration or crucial incUIon, have aire 

been referred to. In adhesion of the vulva, in infants or 
very young children, the deformity can generally be rectified 
by means of the combined use of the knife and fingere. 



Urinary Fistula. | 

It ia not my intention to discuss in this work the surgii 
treatment of urinary fistula, In all surgical text-books 
these operations are described, and most fully in the larger 
gynecological works already referred to. 

I shall simply devote a few words to the varietiea 
fistula and their causes. 
Varieties : 

Vesico- vaginal fistula. 
Urethro- vaginal fistula, 
Vesico-utero-vaginal fistula. 
Vesico-uterine fistula 
Recto-vaginal fistula. 
Perineo -vaginal fistula. 
Other varieties are described, as above, uretero-vaginal, 
uretero-uterine, peritoneo-vaginal (Thomas). The 
of these fistulo) indicate the organs iovolred. 
Caiiwiion : 
Parturition ; the use of instirainentB, protracted lat 
Vaginitis. 
Traumatic causes. 
Phagedieoa. 
Syphilis. 
Cancer. 
Stone iu the bladder. 
Symjiloms and Physical Signs. — The urgency of the sjmp 
toms will to a great extent depend on the size and position 
of the fistula. But the principal symptoms are the invclnti- 
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URINARY FISTCLA. 



tary passage of water or fsecea by the vagina, and the ex- 
coriation of the sldn and soft parts in consequence of this 
discharge. The fistulous opening is gpnerally easily dia- 




covered with a Sims's speculum. Those fietulae are the most 
difficult to detect which are very small or slit-like, and 
which are situated at the summit of the vaginal canal. 
A minute fistula may he concealed by a vaginal fold; and 
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it frequently reqaires very careful aearching and clf 
with probe, hook, and cotton-wool to detect a small fistu- 
lous orific& At times it may be necessary, in order to 
detect the orifice of the fistula, to inject the bladder with 
some coloured solution, &s indigo, cochineal, etc. It is best, 
if in doubt, to place the woman in the knee-and-elbow 
position, aud have the vaginal canal well exposed with 
Sima'a speculum. Should any cicatricial bands contract the 
vagina, or there be any atrasic state of the genital tract, the 
diagnosie may be still more difficult. 

The dependence of vulvitis and vaginitis on the presence 
of urinary fistula is not to be forgotten. Not long since, in 
my practice, the obstinacy of a case of vaginitis was ex- 
plained by the detection of a small fistulous openi 
situated at the junction of the vagina and cervix. 



Prolapse of the Vagina, 



In discussing prolapse of the uterus and elongation 
the cervix, it was necessary to refer to vaginal prola] 
The student has, however, to consider it as an independent 
affection, which may exist apart from any descent of the 
uterus. "When the vaginal protrusion occurs as a primary 
affection, it is more likely to lead through traction to supra- 
vaginal elongation of the cervix than to prolapsus uteri. 
On the other hand, the three conditions, prolapse of 
uterus, elongation of the cervix, and vaginal inversion, 
frequently associated. 

Causation- (vide ' Prolapse of the Uterus ') : 

Old age. 

Chronic vaginitis. 

Operation. 

Parturition. 

Habitual neglect of the bladder and rectum. 
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^r Pathological Anatomij.— The relaxed anterior or posterior 
wall of the vagina, more frequently the former, protrudes 
into the vaginal canal, and drags with it, in its gradual 
descent, the bladder (cjstocele), or the rectum (rectocele) ; 
an ovarian cyat may occupy the posterior pouch (ovariocele). 
The bladder, or rectum, may thus be carried down with 
the vagina ; the former descending between the labia, the 
latter pushing the posterior wall of the vagina forwards, 
and finally effacing the perinasum, which merges into the 
prolapse. The orifice of the urethra may be visible oa the 
anterior anriace of the prolapsed mass j and the catheter 
must be passed in a downward direction to reach the cavity 
of the bladder. Small intestines may occupy Douglas's 
poach, which is displaced downwards Fcetid urine is apt 
to accumulate in the bladder, and fceces and gas in the 
IjoweL 

Symptoms and Phjsical Signs.— Tha student may refer to 
the chapter on ' Prolapsus Uteri ' for the symptoms of pro- 
lapse of the vagina. The characteristic condition may be 
fotmd in some old patient who has borne several children. 
There is a sense of bearing down ; some vesical irritation 
with incontinence of urine ; the bowel is constipated. On 
examination, the anterior wall, generally, (from the shape of 
the vaginal canal) ia found protruding into the vagina, and 
forming here a soft tumour. If the prolapse has lasted foe 
any time, the tumour protrudes in front of tho labia. The 
uterus is found by the digital and combined examination 
to be in its normal position, or perhaps somewhat lower in 
the pelvis. The catheter will detect cystocele, and the 
finger a rectocele. 

For the treatment, the student must read the chapter on 
'Prolapse of the Uterus." 
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Cystic Tumours. 
Cystic tumours are occasionally met with in the Tiiginib<l 
Fractitiooers must be careful not to confound such cyst 
with: 

Hernia. 

Cold a 

Varix. 

Cystocele. 

These cysts are generally single. They are painlesa.^ 
They give rise to little inconvenience, unless they are in- 
Hamed. Pressure does not affect the cyst as it would a 
hernial protrusion. If in doubt as to the nature of the cyst, 
a fine exploring needle may be used. The cyat generally 
contains a clear, glairy fluid. The treatment consists in 
evacuation of the contents, and removal of portion of the 
cyst- wall (Duncan). The cavity can be treated with carbolic 
acid. If sarcomalous tumours are met with in the vagina they 
must be treated like polypi elsewhere, and removed by the 
i^craseiir. Should e]jithdtoma, attack the vagina, it must be 
dealt with on the general principles recommended for t 
treatment of cancer of the womb. 




CHAPTER XXV. 

AFFECTIONS OF THE VULVA. 

Hypertrophy of nymphse and clitoris : 

Hypersesthesia (Thomas). 
Cutaneous eruptions : 

Erythema. 

Erysipelas. 

Eczema. 

Herpes. 

Prurigo. 

Lichen. 

Acne. 
Lupus (rodent ulcer). 
Syphilis : 

Primary sores. 

Secondary syphilides. 

Condylomata. 
Vulvitis : 

Simple. 

Purulent. 

Phlegmonoid. 

Specific. 

Follicular. ^ 

Phlegmonoid inflammation of the labia majora. 

Abscess. 

Gangrene (noma). 
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Vegetation, 
Cyeta. 
Varix 
Hieniatonia (haematocelo and thrombus, wrongly called 

Pudendal haemorrhage. 
Tumours : 

Pedunculated, 

Sessile, 

NeuromatouB, 



Fibrous. 
Lipomatous. 
Sarcomatous. 
Canc«r: 

Medullary. 
Epithelioma. 
Melanotic, 
Hemia of ovary, 

„ intestine. 
Hydrocele. 
PrurituH. 

HyperceMliesia. — Gaillard Thomas has dravm special al 
tion to this painful coodition, I have seen a patient 
whom I could detect not the least abrasion or vegetation 
or irritable caruncle, and yet the introduction of the finger 
between the labia caused exquisite pain. Hyperfestheai 
may attend on irritable urethral caruncle, painful vegel 
tions, or the red patches described by Lawson Tait, and 
occaEionally met with where we have other manifestations 
of hysteria. The treatrtimt outlined by Dr. Thomas is that 
which I have found of the greatest service. This consists 
of: 1, Attention to the general health, restoratives and 
tonics. 2. The application of local sedatives and astriD- 
gents; such as belladonna, opium, chloroform, iodoform, 
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tannin, and alum. There must be complete rest from 
coitus. 

Ctdaneous Eruptions. — Certain general principles must be 
observed in the treatment of these affections. 

1. Attention to the diathesis or constitutional condition 
of the patient; for example, hysteria, gout, struma, dia- 
betes, scorbutic states, abnormal states of the urinary 
organs, cystitis, phosphates and uric acid in the urine, 
syphilis. 

2. Scrupulous cleanliness. Alkaline baths, local anti- 
septic washes of salicylic acid, boracic acid^ carbolic acid. 
The soaps of thymol, eucalyptol, and chaulmaugra will be 
found useful 

3. The correction of any uterine, vaginal, or urethral 
affection, which, by an irritating discharge or otherwise, may 
sustain the affection of the vulva. 

The remedies which will be found most useful, either as 
ointments or lotions, in cutaneous affections of the vulva, 
are: 

Oxide of zinc (ointment or lotion). 

Calamine (Corbyn's) (ointment or lotion). 

Oxide of bismuth „ „ 

Biborate of soda (lotion). 

Carbonate of soda „ 

Acetate of lead (ointment or lotion). 

Glycei*ole of lead (ointment). 

Solution of the subacetate^of lead (ointment or lotion). 

Oleates of zinc or lead (ointment). 

Sulpho-carbolate of zinc (lotion). 

Thymol (lotion and ointment). 

Chaulmaugra (ointment). 

Camphor and starch (in powder). 

Camphor and borax (in lotion). 

Iodoform (ointment). 
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Spedolfor Pruritus. 

Chloroform (1 pt to 7 of oil). 

Fyroligneous oil of juniper (ointment), 

Creosote {n[x.. ad ji.). 

Hydrocyanic acid (1\[j- — 31-; lotion or ointment). 

Morphia (lotion or ointment). 

Tobacco infusion (3i— OL ; lotion). 

Hydrarg. chloridi (corrosive sublimate gr, ^ — $i, ; 

lotion). 
Cyanide of potassium (gr. iii. — %l ; ointment). 
Tar (ointment). 
Decoction of walnut-leaves. 
Chloral hydrate (lotion). 
Belladonna (ointment or lotion), 
Tannic acid „ „ 

Hazeline (lotion). 

Special Astringents and Stimulants. 



Nitrate of silver (gr. xxx. 
Carbolic acid (gr. xxx.— 
carbolic and glycerine). 
Chromic acid (gr. xxx, ad 31.). 
Chloride of zinc (gr, xxx. — 5! 
The use of any of these remedies, 
will depend on the nature of the 

the indication for a soothing, astringent, stimulating, oi 
detergent application. 



■5i. ad 3i.). 

. ad Jl, or equal parts of ] 



3L). 

ne or in combination,fl 

iptioD, its stage, andfl 



Calomel wash. 

Mild mercurial ointment 

Oleate of mercury, with morphia 
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Local vapour baths of colomel. 
A course at Aix-la-ChapeUe. 
Iodoform (ointment). 
"Where there is a raw or moist surface of the skin the 
totion of zinc and calamine (Wilson) will be found moat 
leful, viz. : 

E. Zinci oxidi, Jii. 

Calamine (Corbyn'a), ^ss- 
Glycerin se, 58b. 

Aquie rosarnm, Iviiss. Ft, Lotio. 
To which either carbolic acid, or thymol, or hydrocyanic 
acid may be added. This can be used with a fine sponge. 
The powder dries, and can be washed off before fresh lotion 
is applied- 

Wben the inner surfaces of the labia or nymphce are sore 

or swollen they should be separated by some emollient 

dressing — a piece of linen can be folded and placed between 

them, or some cotton-wool may be used. The linen or wool 

can be covered with any application we wish to employ. 

Lupus — Rodent Ulcer. ^This comparatively rare disease 

t differ, save so far as it is influenced by the ana- 

Bomical site in which it occurs, from the same disease 

Isewhere, and may (from the recent researches of Thin and 

alcott Fox) be considered an epithelioma. The treatment 

U conducted on the same principles which determine us in 

B management of the lupoid and rodent ulceration occur- 

; in other situations. If by the hard base and slow 

jress, tubercular appearance, and absence of pain, we 

able to recognise the disease early and before ulceration 

B extended widely or deeply, we may prevent the spread 

t the growth by the knife and caustics, the most powerful 

t the latter being potassa fusa, chloride of zinc, nitric acid 

lod the actual cautery. 

Syphilis. — Syphilides must be treated on several prin- 

24 
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In secondary syphilitic afFectionB in ■women 

better preparation of mercury than the bi- 
lyanide gives in combination with quinine in pill, as already 
After its administration, iodide of potassium 
should be taten in full doees, Iddoform, when it can be 
borne, acts more quickly. Women suffering from specific 
affections require plenty of light and nourishing food, 
change of air, and a continuance of anti-sypbihtic remedies' 
for some time. Mercury, whether by vapour or inunctit 
should be administered with great care, and it is a g( 
plan to omit its administration from time to time, 
pushing its therapeutical effects to the limit of salivation. 
As local applications to syphilitic sores, to clean their sur- 
faces and to encourage healing, both iodoform and iodide of 
starch (in the form of ointments) are excellent preparations. 
Simple Vulvitis.- — This affection is the result frequently 
of want of cleanliness, deficient food and exposure, violent 
coitus, pruritus and the consequent rubbing to allay the 
itching ; in children it is produced from the same cause, 
occasioned by the irritation of threadworms. In simple 
vulvitis there is swelling, heat, irritation, and a leucorrhccal 
vulvar discharge of mucous, epithelium, and pus. 

Purulent Viilviiis. — This is a much more serious form of 
inflammation. The preliminary symptoms are all intensi- 
fied, and are followed by a copious discharge of pus. If 
the labia are separated the mucous membrane is found in 
parts excoriated or ulcerated, and in some instances patch* 
of diphtheritic membrane are seen on the mucous surface. 
Cauiatien, — It is brought on by — 

Want of cleanliness. 
Traumatic causes. 
Gonorrhooa. 
Excessive venery. 
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.S associated with — 

Vaginitis and vaginismns. 

Pruritus. 

Vulvar eruptions {as eczema). 

Fissure of the vulva. 

The exanthemata. 
nptoms. — Besides the ordinary symptoEos of vulvitis 
there are frequently most severe pruritus, frequency of mictu- 
rition, and scalding with an inflamed meatus urinarius. The 
discharge has an unpleasant odour. Cystitis may arise. 
The treatment must he conducted on the lines laid down 
for the cure of vaginitis both simple and specific: rest; 
fomentations ; baths ; warm opium and acetate of lead ; 
poultices ; mild astringent and sedative applications when 
the acute stage has passed ; an emollient ointment applied 
and used to separate the nymphs ; later still, painting any 
raw surface with a mild nitrate of silver solution, and using 
antiseptic and stimulating lotions of carbolic acid, boracic 
Acid, sulpho-carbolate of zinc, etc 

Follicular Infiammalwn. — In this variety of vulvitis, the 

brarious glands — muciparous, sebaceous, and others of the 

. membranes of the vulva — are swollen and in- 




— It is sometimes associated with the leucorrhcea 
if pregnancy; otherwise the causes operating in producing 
'' follicular vulvitis are much the same as those which induce 
simple vulvitis, 

Sym'ptomA and Signs. — The same itching and sense of 
^_l)aming heat, with extreme sensitiveness of the vulva, that 
Hpre present in other forms of vulvitis, mark the presence of 
^■^le follicular varieties. Both the muciparous follicles and 
™<iie sebaceous glands can be detected enlarged ; the former 
in patches, the latter as congested papiliaj. A most im- 
portant feature of this inflammation must be remembered 
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by the practitioner, viz., that it is liable to cause urethrif 
in the male, and thereby give riae to a suspicion of un- 
chastity in the mind of a husband (Thomas). 

PHegmonms Jnflammalion of the Lahia. — When from any 
cause we find that one labium has become enlarged, tense, 
hard, painful, and very tender, we may Buspect phlegmonous 
inflammation. The effusion is generally followed by the 
formation of pus and an abscess. We must treat it on the 
general principles of relieving pain, promoting the formation 
of pus, its free evacuation, and the use of disinfectants. 
Care must be exercised not to mistake phlegmonous in- 
flammation for a hernia or pudendal hiematocele. That an 
ovary may be displaced into the vulva, we have seen. AVo 
must not commit the pardonable error of mistaking such 
an inflamed ovary for phlegmon. The presence of a circnm- 
scribed tumour in either labium, which becomes periodically 
eeositive and very painful— this increase of sensitivenew 
corresponding with the menstrual periods — should be suf- 
ficient to remind us that an ovary may find its way into 
the labium. 

Abscess of Ihe Vulva-Vaffinal Glands. — Thia affection of 
the vulva and its treatment has already been incidentally 
alluded to (page 3). The position of the tense, bud, 
painful swelling, frequently attended by a certain degree of 
vulvitis, and ite sudden advent, should be sufiicient to indi- 
cate the nature of the inflammation. 

Gangrene — iVoma,— This serious affection is not^fortunately, 
of frequent occurrence. Yet I have seen one instance in 
which death occurred, not go much from the ravages made 
by the local gangrene as the cachectic weakened state of 
the chnd. I have never seen it occur in women. The 
predisposing causes are such as we find producing low 
and unhealthy types of inflammation elsewhere in the body, 
notably cancrum oris, and those sloughing ectbymatous son* 



] 



AFFECTIONS OF THE VULTA. 



375 



requently seen in impoverished and dirty children. If not 
ihecked, the conrse of disease is that of unhealthy ulcera- 
Kidon when attended hy mortification generally. 

The irealment consists in generous support of the child, 

md such disinfectants and antiseptics, applied locally, as 

[parbolic acid, chloride of zinc, iodoform, Condy'a fluid. 

Poultices had better be avoided. If any are used, those 

r«f charcoal, aad yeast with nitric acid, are perhaps the beet. 

r.The usual means adopted to prevent the spread of mortifi- 

■^tioD must be had resort to in this case, as the application 

■ef nitric acid, pure carbolic acid, and the actual cautery. 

IVarls aTid Vegdalions. — These growths occur in different 

frituations about the vulvar orifice. They are frequently 

I the result of gonoirhcea or syphilis. This, however, is by 

no means the rule. I have had a young patient, a virgin, 

under my care, suffering from leucoirhreal discharge and two 

pretty large vegetations growing from the neighbourhood of 

the clitoris. These growths should be removed by the 

scissors. It is a good plan, if the wart is of large size, 

to apply a ligature to its base or pedicle a few days before 

removal. We thus avoid the chance of much hsemorrhage, 

which otherwise may be inconvenient. Such warts should 

never be cut off carelessly without means at hand to re- 

Lstrain the bleeding which may follow, I have destroyed 

■ these vegetations without any cutting operation, by means 

I of the repeated and careful application of acid nitrate of 

[.mercury, chromic acid or glacia.1 acetic acid. In more ag- 

ravated eases it may be necessary to apply the actual 

j^Paquelin's) cautery after the removal of the growth with a 

ratting instrument 

SyphOitic vegetations may be treated by such local 

I specific means as the dusting of calomel powder, the use of 

R'the black or yellow mercurial wash, the mild mercurial or 

Koleate of mercury ointments. 
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Gysls of the Labia are comparatively rare (cyst of the vnlvo- 
vaginal gland has been referred to, page 3). They muat 
be treated on the same plan as that recommended for the 
destmction of vaginal cysts. 

Farix oflhe Pudendal FeiTis is generally the result of 
pregnancy. The danger is rupture of a vessel and serious 
bfemorrhage. A suitable air-pad support will be found 
tiaeful in these caseB. If hfemorrhage should occur, tiio 
usual means must be taken to control it. 

Pudendal Hctmatmia (wrongly called thrombus). — Puden- 
dal hasmorrhage. Eloodmay pour in quantity from the labia 
in consequence of puncture or laceration of the veins of the 
vestibule. Or it may accumulate in the cellular tissue of 
the labium. This accident is one which may occur during 
parturition. Independently of pregnancy, it may follow 
from traumatic causes or violeot muscular efforts. The 
sudden appearance of a swelling in either labium, following 
the injury or strain, and the sense of throbbing and pain 
which generally succeeds, are in themselves sufficient to indi- 
cate what the nature of the accident is. However, cases 
occur in which the attention is first attracted hy the presence 
of a tumour, and the obstruction it causes to micturition or 
coitus. 

Treatment. — If the vulva is bleeding from a wound, a 
tampon must he placed in the vagina, and a firm compress 
with a T-bandage secured externally. This may be made' 
to include a small ice-bag. A saturated solution of alum 
may be kept to the bleeding part. An acupressure pin 
a silver suture can be passed from the cutaneous to the 
mucous surface, so as to compress the bleeding vessels 
(Groodell). If the blood is effused (' hematoma ') into the 
cellular tissue, and a tumour forms in the labium, it may be 
(1) absorbed, or (2) remain in a liquid state, or (3) suppu- 
ration may occur, Eest, pressure, and cold will generally 
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favour absorption. Should this not happen, and in- 
flammation and Buppuration follow, the pus must be 
evacuated, and any coagula removed, by an incision made 
from the mucous surface, with every antiseptic precaution. 

Tumours are found growing from the labium, nymphie, 
hymen, and clitoris. They are readily removed with Inife, 
Gcissors, o^ ^craseur. 

Sa-nia of either the ovary or intestine may occur into 
the labium. Its descent by the unobliterated canal of Nuck 
is analogous to the corresponding descent of the intestine 
in inguinal hernia in the male. The bowel can generally 
be reduced in the recumbent posture by taxis, but it may 
become strangulated. The possibility of this accident 
must be remembered by the surgeon before ho takes np a 
lancet to open an assumed abscess or cyst of the labium. 

Eydrocile, or an accumulation of fluid in the canal of 
Nuck, is of BTich rare occurrence, that we need not here 
consider its pathology in detail. It may be sacculated if 
the abdominal opening of the canal is closed; otherwise 
this fluid can be pressed out of its sac. It is well, however, 
to remember the possibility of such a condition existing. 

Cancer of the Labium must be treated on general prin- 
ciples. If superficial, it is better to remove the mass with 
the knife and use the actual cautery to the raw surface. 
Hemorrhage is always to be dreaded. Powerful styptics 
or the actual cautery, and a firm compress applied with a 
bandage, will be necessary. But despite all our efforts, in 
advanced cases, fatal bleeding may result 

Fmriius VvhcE — Itching of tlie Vulva. — It is questionable 
if the practitioner does not often fall into error ia the treat- 
ment of pruritus vulvie, from regarding it as a primary 
disease rather than as a secondary affection of the vulva. I 
confess that, individually, I do not look on pruritus as' a 
primary condition, but as a neurosis, secondary to some 
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constitutional error of nutrition, or local disease in any part 
of the genital tract. The danger liee in the mistake of 
treating a syroptom and neglecting the disease which is the 
cause of its appearance. We may thus divide the causes 
of pruritus into constitutional and local. 
ConslUjUional : Gout. 

Diabetes. 

Syphilis, 

Exauthemata. 

The menopausa 

Pregnancy, 



Of 



Hysteria, 
Bright'a disease, 
Alcoholisna. 

Gastric and hepatic derangemen 
diabetes, alcohol, pregnancy, syphilis, and gastd 
derangements ate the most frequent. 
Local: The cutaneous affections. 
Eczema. 
Prurigo. 
Lichen. 

Leucorrhreal discharges. 
Gonorrhteal „ 

Flow of diabetic urine. 
Cystitis. 
Vulvitis, 
Vaginitis. 
Aecarides. 
Pediculi. 
Vegetations 
Urinary fietulte. 
Efemonholds. 
Dirt. 
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The peculiarly nervous nature of this affection is shown 
y the total abacEce of all organic change in the skin in 
) caaea ; in a great many instances the excoriation and 
P ftccorapanying eruption are secondary consequences of some 
irritating discharge, or the tearing of the skin by the nail 
in scratching. It is distinctly in most cases a reflex neurosis. 
The remote source of the irritation is in the stomach, 
liver, or rectum. 

General Treatment. — The treatment will necessarily be 

divided into general and local. The practitioner, on first 

seeing the case of pruritus, should inquire carefully into the 

origin and history of the diseasa His success in overcoming 

the obstinate, and at times intractable, itching will depend 

on the discovery of the cause, whether constitutional or local, 

which has brought on the pruritus. Gouty and diabetic 

states must be dealt with according to general principles, 

both therapeutical and dietetic ; the character of the urine 

ascertained, and any abnormal condition of this gecretion 

rectified as far as possible. Alcohol, according to circum- 

es, should either altogether be forbidden or taken in 

m the most moderate quantity. All stimulating diet should 

I be avoided. Those articles of diet enumerated in the sub- 

I joined list are, as a rule, hurtful to dyspeptics, and create 

I acidity : 

Hot and heavy soups. 

Sauces. 

Pickles. 



Pastries. 

Potted and preserved meats and fish. 
Potted and preserved fruits. 
Cheese. 
Much butter. 
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Cream. 

Fats. 

Saccbarine vegetables. 

Much potato. 

Khubarb tart. 

Haw vegetables (salad and watercress, exceptions). 

Raw celery. 

Such saccharine fruits as grapes, pears, plums. 

Pork. 

VeaL 

Salted meats. 

Over-boiled meat 

Lobster. 

Crab. 

Hard-boiled egg. 

FreBh bread. 

Hot buttered toast 

Cider. 

Sherry. 

Port. 

Liqueurs and effervescing wines. 

Beer. 

Stout 

Strong tea and coffee. 
Excess of meat for gouty orgaos is as bad as excess of 
alcohol. 

In hepatic derangement^ the administration, a few times 
in the week, of a mild mercurial preparation in combination 
with a, vegetable cholagogue, followed by the administra- 
tion of a saline, such as Friedrichshall, Pullna, Honyadi 
Jacos, will be of service. Such spas as those at Vals, 
Vichy, Ems, Homburg, Carlsbad, Kiaaingen, St. Galmier, 
Schwalbach, Aix-les-Bains, Harrogate, Bath, Cheltenham, 
can bo recommended according to the temperament of the 
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individual. Dnring pregnancy tha patient may take suitable 
baths, and me such locul remedies as those already indicated. 
The leucorrhceal discharge of pregnancy should be attended 
to. If there be constitutional syphilis, it must be dealt 
with by specific remedies, both general and local. Arsenic 
will be found of service in many cases. 

The Local TrealTneni. — This may bo divided into two 
beads : (1) The treatment of the Jocal condition — uterine, 
vaginal, vulvar or vesical — which is the cause of the itching ; 
(2) the palliative treatment of the pruritus itself. 

Much benefit will be derived, in some cases, from the 
use of soothing alkaline and starch baths, But to this there 
are exceptions ; and baths occasionally appear to do more 
harm than good. 

The two baths I prefer are : 

1. Bran (2 lb.), potato-starch (Jib.), gelatine (lib.); 
water at 100°— 105°, 25 to 30 gallons. 
To this a few gallons of decoction of marsh-mallow may be 
added. The bran and marsh-mallow water can be first pre- 
pared, and added to the bath suhsequently, 

3. Carbonate of soda (3ii.), hyposulphite of soda (3ii-), 
potato-starch (3iv.); water at 100°— 105°, 25 to 30 
gallons. 

In ordering any hoi bath for a female patient, the periods 
must be remembered, and their regularity inquired into. 
If there is suppression of the menstrual flow and accom- 
panying head-symptoms, due to cerebral congestion, hot baths 
must be avoided. Such soaps as larch-soap (Dr. W. Moore 
of Dublin), which is composed of wheaten bran, glycerine, 
•rhite curd soap, and extract of larch-bark; sujpholine soap, 
IT carbolic soap, may be used with the bath. A glycerine or 
Bedicated tampon, or pessary, can be introduced after the 
taith ; the vaginal rest may be worn, and the lips of the 

slva separated by a piece of folded linen or cotton-wool, 
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smeared over with any sedative ointment, and 1 
position by a light periofeal bandage or a napkin. 

The local remediea which will be found most useful to 
allay itck'mg, have been already enumerated. Those I attach 
most value to are : 

PyroligneouB oil of juniper. 

Chloroform. 

Hydrocyanic acid. 

Cyanide of potassium. 

Bichloride of mercury. 

Tobacco. 

Belladonna. 

The glycerolea. 

Solution of subacetate of lead. 

Chloral. 

Walnut-leaves, 

Morphia. 
Some of these drugs must be used with caution i 
be any abrasion of the skin. Many of them can b 

For the itching of diabetes Dr. Goodell strongly recom- 
mends the salicylate of soda, in 15-graio doses, every fourth 
hour (Dr. Simpson, Philadelphia). Bromides and chloral 
may have to be given to secure rest and sleep. 



CHAPTER XXVI. 

SOME URETHRAL AFFECTIONS. 

The affections of the female urethra are : 
Congenital abnormalities. 
Urethritis. 

Prolapse of the urethra. 
Fistulae. 
Stricture. 
Angioma. 
Vegetations. 
Vascular caruncle. 
Tumours. 
Cancer. 
. Polypi. 

Urethritis is generally the result of specific inflammation, 
though it may accompany other inflammatory states, both 
of the bladder and vulva. For the general treatment, the 
reader can refer to the chapter on vaginitis. If the urethra 
should remain inflamed and vascular, some astringent ap- 
plications may have to be made to the mucous membrane, 
such as nitrate of silver. 

Prolapse of the Urethra is very rarely met with. Care 
must be taken not to mistake the red and everted mucous 
membrane for a urethral growth. The prolapsed portion 
has to be removed either by knife, scissors, ligature, or gal- 
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Tuiic wire. Htemorrliage kas to be controlled by a tampc 
and T-bandage. 

Fistula of the nretbia must be closed hy operation. 

Both venous angioma and vegelation are differs ntUited frol 
vmthral canmcle by their want of seiisitiTeneBS. 

J'giffpi are readily removed. I 

Uretheai Caruncle. 

SUualion mutNahtrf. — This most painful growth is found 
at the orifice of the iaeatu& It consists of a mass of byper- 
trophied papillie, freely supplied with bloodveaeela and 
neni'es. The papillie are surrounded by connective-tissue, 
and are covered by sqaamons epithelium. 

Sfmptoim and Phijsical Signs. — The patient generally con- 
sults ua for great pain and frequency in passing water ; this 
at times amounts to excruciating agony. She has to avoid 
coitus, and if the case be an aggravated one there is pain 
in walking, and the slightest movement causes distress. 
The woman's suflering is written on her countenance. She 
is anxious, depressed, ner\'ous, and hysterical On malting 
an examination, the cause of the euScring is at once appa- 
rent in the little raspberry-red growth or growths which 
are seen, either sproating from or occluding the urethral 
orifice. These may be very small (the largest I have seen 
has not exceeded in size & small bean), or they may grow 
to the size of a pigeon's egg. The characteristic feature 
of the affection is at once demonstrated by the intense 
pain on touching the growth, even with a little cotton-wool 
rolled on a probe. When incompletely ansethedzed the 
woman will still wince if the tumour be manipulated. Car- 
uncle may occur at all periods of life, both in married and 
single. Dr, Goodell thinks that the pressure on the 
urethral veins during the arrest of the head in labour may 
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predispose to the occurrence. So may irritating discharges 
and habits of uncleanliness. 

Froffnosis, — The great tendency to recurrence should be 
remembered. This applies more to the sessile variety than 
to the pediculated. When multiple, if they are peduncu- 
lated, there is the best chance of complete cure. 

Treatment, — There is but one satisfactory treatment for 
urethral caruncle; viz., removal by forceps and scissors, 
and the subsequent application of the actual (Paquelin's) 
cautery. We must be prepared for smart bleeding, which 
may have to be controlled by tampon and compress. If an 
operation will not be submitted to (which is exceptional), 
the topical application of such agents as carbolic acid, nitric 
acid, and chromic acid may be tried in order to deaden 
sensibility. Whether from urethral growths, or from ex- 
traneous pressure, or vesical irritation, there is incontinence 
of urine, with pain, the greatest relief will be found fre- 
quently to follow simple dilatation of the urethra. This 
can readily be effected in the manner already described. 




CHAPTER XXVtt 

COCCTGODTNIA. 

DOcygodynia we understand a painful affection of the 
coccyx and perinaeal structures, which principally shows 
itaetf in ' painful sitting ' (Duncau), and pain in the act of 
defecation. The structures involved are : the coccyx, ths 
sacro-coccygeal ligaments, and the perineal muscles attached 
to the coccyx: 

Caiisatum, 

[ Blows, kicks, or falls on the coccyx. 
TraumaUc ^ Difficult parturition. 
' Instrumental delivery. 

Horse exercise (Scanzoni, Goodell). 

Hysterical temperament. 

Rheumatism. 

Uterine and ovarian disease. 

Rectal disease. 

Constant sitting. 
I have, however, seen severe coccygodynia present ii 
unmarried woman in whom not one of the causes enume- ' 
rated above could be traced. I had attended her some 
time previously for a severe attack of erysipelas of the faca 
From this she perfectly recovered. There was no rectal, 
uterine, or other local trouble. She was not, in the least, 
of an hysterical or nervous temperament. She had no 
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sedentary occupation, and had no horse-exercise. At 
first her sister came to consult me, telling me that the 
patient thought she suffered from internal piles, and was 
averse to seeking advice, but that the difficulty in sitting 
had become so great she could not come to meals, and she 
was anxious I should see her. The pain had come on 
gradually. The discomfort produced by examination of 
the rectum, or any pressure on the coccyx was inconsider- 
able, and yet she could not sit without great suffering. In 
this case, up to the time I last saw the patient, relief was 
afforded by sit-baths, counter-irritation over the coccyx, 
anodyne liniments, and suppositories, a rectal plug, which 
was worn at night, and the internal administration of 
bromide of potassium with nux vomica. 

Treatment, — If palliative treatment does not cure the 
patient the subcutaneous division of the coccygeal liga- 
mentous and muscular attachments may be proposed (Sir 
J. Simpson), or extirpation of the bone itself can be carried 
out (Nott). In deciding on- any radical step, such as sub- 
cutaneous section or removal, we will be influenced chiefly 
by the decision as to the traumatic character of the affec- 
tion; it is in those cases of partial dislocation or other 
injury of the bone that extirpation is especially indicated. 
The important practical rule to adopt in any case in which 
we are consulted for * painful sitting ' or symptoms of coc- 
cygodynia is to carefully exclude any uterine, vaginal, peri- 
nseal, or anal affection which might account for the pain, 
and the removal of which will often relieve all the dis- 
tressing symptoms. 
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CHAPTER XXVIII. ^M 




^^^^^H 




CongmitaL ^^^^H 


1. 


Absence of the oyariea. ^^^^^H 

Fallopiaa tubes. ^^^^| 
Absence of the uterus. ^^^^^| 


2. 


Atresia of the Fallopian tubes. ^^^^H 
uterus. m^^^^^l 


3. 
4. 
5. 


vagina. ^^^^^H 
Imperforate bymen. ^H 
Conoidal uterus, and stenosis of the os uteri or cervi^H 
Pinhole os uteri. ^H 


1. 


Acquired. ^M 
Strictured states of the Fallopian tubes. ^^^H 


2. 


Tumours obstructing the. Fallopian tubes. ^^^^^H 


3. 

i. 


vulva ^^^^^H 

Displacements of the Fallopian tubes. ^^^^B 

uterus. ^H 

Inflammatory states of the genital tract— especia^^H 

chronic endometritis. ^^H 




fe. .^^M 



. Chronic metritis. 
G. Disease of the ovaries. 

7. Ovarian dysmenorrhtea. 

8. Membranous dyamenorrhcea. 

9. Menorrhagia. 

10. Uyspareunia — painful intercourse from any cause. 

11. Vaginitis and vagjoismus. 

I 12. Gonorrhoia and its consequences. 

I 13. Syphilis (in the sense that it destroys the vitality of 
the ovum). 

The treatment of sterihty it is not necesBary to enter on 

Kliere. The reader will refer to the chapters in which eacli 

hOf the above-mentioned causes of sterility is discussed. 

■Only one caution I think it well to give the young prac- 

JUtioner. I would say to bim : ' Do not be led away by 

i miraculous cures of sterility you hear of, or the occa- 

Isional success you may yourself meet with in rectifying 

» obstruction to im]»regnation, to hurriedly perfonn 

' operations on the uterus with a view of " curing sterility." 

Bear in mind, in the first place, that failure will attend a 

large proportion of such operations. The patient should 

be frankly prepared for this. Remember also that serious 

consequences often fullow these uterine operations, though 

we do not bear of them, and that barrenness has all its 

I evils aggravated ten thousand times, when the miserable 

■hypochondriac passes from band to hand, the victim of de- 

lllusive hopes and disappointing operations.' Far otherwise 

^is it when some diseased or abnormal condition of the 

[*iteriis exists which it is our duty to treat by operation, 

ind the cure of which may bring about a possibility of 

Hmpregnation. I do not mean to deprecate any justifiable 

ind judicious interference with an otherwise healthful 

woman who happens to be barren, in order to bring about 

35—2 
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conception. But I do mean to iiisiat that the surgeon 
incurs a grave responsibihty who operates on a ■woman 
otherwise in perfect health, aa many barren women are, if 
there follow, either directly from the operation or indirectly 
from the results, dangerous or permanently serious conse- 
quences, even though she may accept every risk the opera- 
tion entails. 

Evidences of Constitutional Syphilis. 
It may be well here to append this table of the principnl 
signs and symptoms on which we rely as proofs of constt* 
tutional syphilis in a woman : 

History of vulvar sores and discharges. 

Abortions and miscarriages. 

Glandular enlargements in the groins. 

The presence of maculte, papules, or roseola. 

Symmetrical skin ailections, 

General discolouration of the skin. 

White cicatrices and scars. 

Symmetrical throat eruptions and ulcers. 

Nasal and naso-pharyngeal alTections. 

Oza=na, 

Iritis and retinitis. 

Condylomata. 

Stricture of rectum. 

Gummie, sores, fissures, and ulcers of the tongue. 

Syphilitic vegetations. 

Headache, 

Fains in the loins. 

Joint affections. 

Palmar syphiloderm (psoriasis and erythema). 

Syphilitic changes in the nails. 

FalJing out of the hair. 



CHAPTER X3^IX. 

THE OPHTHALMOSCOPE IN DIAGNOSIS. 

It was my intention, had space permitted, to have entered 
more fully than I am now enabled to do into the sub- 
ject of ophthalmoscopic examination, in the diagnosis 
of uterine affections and other diseased states which 
either complicate or originate the retinal disorder. It 
is not too much to say, that every educated physician and- 
surgeon should at least know suflficient of the ophthalmo- 
scope to be able to diagnose an albuminuric retinitis, an 
hsemorrhagic infarction due to congestion, the retinitis 
attendant upon diabetes, the striae and exudation of syphi- 
lis, the disseminated choroiditis of the same disease, the 
retinitis of pernicious anaemia, or the leukaemic retina of 
anaemia and leukaemia. This knowledge of the use of the 
ophthalmoscope is of still greater value in the diagnosis of 
diseased conditions both during and after pregnancy. I. 
may quote from a review, written by me in 1879, of the 
admirable work on * Ocular Therapeutics,* by Dr. de Wecker 
(translated by Dr. Ly tton Forbes) : 

Nothing could be more convincing than the cases related 
by Dr. de Wecker, in referring to retinal haemorrhages. It 
is well known how frequently such extravasations are due to 
secondary heart mischief, which has its source in vascular 
changes due to morbid blood states — as, for instance, in 
Bright's disease. Most important are such ocular disturb- 
ances in pregnancy. This is obvious when we remember 
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tfa« effect produced on tlie blood by this Btate, and the rela- 
tive importance which it has to the safety of the patient — 
both as ED indication of head complications and other 
hirmotrhagic discharges, either before or during labour- 

Dr. de Wecker cites the following case : 

* I was requested some five years ago to examine a 
young American lady, twenty years of age, who was in her 
seventh month of pregnancy, and who complained that her 
sight had been somewhat dim during the last few days. 
Iler hueband begged of me to examine her that very even- 
ing, although to do this I had to disturb a large dinner- 
party, which neitlier the condition of her sight nor health 
prevented her taking part in. I found that there was a very 
slight haziness of the retina in the neighbourhood of the 
papilla in both eyes, and deferred further examination till 
the next day. At ten o'clock the following morning the 
ophthalmoscojie showed on the left, near the papilla, a small 
extravasation, which certainly could not have escaped my 
investigation of the previous evening. Meeting a colleague, 
in consultation, I informed him of the fresh hiemorrhage in 
the left eye and the increased haziceEs of the papilla, and 
begged him to allow premature labour to be brought on. 
I felt convinced that it would not be long before serious 
brain symptoms would declare themselves, and that in any 
case this primipara would not arrive at her full time with- 
out some accident. One of the most celebrated accoucheurs 
in Paris was called in in further consultation, but I was 
unable to convince him of the urgency of this danger. 
During the night which followed this consultation — that 
is to say, four days after the first ophthalmic examination — 
the patient was seized with convulsions, following each other 
in rapid succession. In all haste Dr. Campbell was sent 
for, but he did not feel justified in forcibly delivering a 
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patient who lay unconscious and in a moribund condition. 
Death occurred the following night.' 

Ha cites a second case, ia which a renal cyst paBsed 
undetected where retinal apoplexy was present. 

As regards the percentage of retinal complications iu 
Bright's disease : 'According to the moat reliable statistics,' 
Dr. de Wecber says, 'retinitis occurs ia from 9 to 20 per 
cent.; less accurate give, out of 150 cases of kidney 
disease, 50 of retina!.' 

A short time since, a patient came a long distance to 
consult me for faihog vision in both eyes. On examination 
well-marked nephritic patches were seen on the retina in one 
eye, and the characteristic scattered dots in the other. On 
examining her urine I found its sp. gr. 1,008, no albumen 
present, but there were renal casts and epitheUum ; the other 
symptoms pointed to the presence of granular kidney, which 
up to this had been unsuspected. Not in this case only 
has it been my lot to be the first to discover — by the 
ophthalmoBcope^ — -the danger that threatened the patient, 
and I feel assured that were the use and knowledge of this 
instrument generally insisted on, many diseases would be 
more frequently recognised in their earlier stages, and a 
timely warning given both to physician and patient. In 
noticing Dr. de Wecker's allusion to the contra-indication 
of hot hatha in retinal lesions dependent upon nephritis, 
I am reminded of two cases of sudden death occurring 
within myownexperiencBwhich were caused in this manner. 
The last instance was that of a, lady who noticed her vision 
affected for a few days, and called on me to have an examina- 
tion made. 1 happened to he absent. She left n'ord that she 
would come the next day. That night she took a hot bath, 
which she had frequently taken before, was attacked while in 
the batb, and died in a few hours of apoplexy. An ophtbal- 
moBCopic examination that day might have saved her life. 
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But I could multiply instances in which both the detecticn 
and diagnosis of existing disease has been due to the ophthal* 
moscope. ' The retinitis of malignant anasmia is so constant,' 
says Dr. de Wecker, ' that it may be looked on as patho- 
gnomonic' 

Kot long since I had a case of well-marked diabetic retinitw 
of both eyes under my care ; in each eye there was a haemM 
rhagic effusion. 

In a case of diabetic pruritus now attending me, I 
state of the retina led to a urinary examination and coo* 
lirmed the suspicion of diabetes. 

The experience gathered from the treatment of over 
25,000 eye patients impels me to urge on the practitioner 
and student the great value in diagnosis of this simpl 
instrument 

I can only repeat, that I have known persona whoa 
symptoms were ascribed to amenorrhea, hysteria, aniemia, a 
disorder of pregnancy, a dyspeptic state or gastric disturb- 
ance, or liver derangement, in which an ophthalmoscopic 
examination and the discovery of optic neuritis, choked ^ 
disc, detached retina, retinal apoplexy, Eright's degeneratioi^ 
syphilitic effusion, would have afforded a clue to a corree 
diagnosis. 



atho- 
initii^l 

coo^^l 
over 



APPENDIX. 



A LIST OF SOME OF THE PEINCIPAL SPAS OF 

EUEOPE, AND OF HEALTH EESORTS AND 

SEA-BATHING PLACES. 

I HAVE added this brief summary of some of the best known 
Spas (classified according to their principal uses), Health 
Resorts, and Sea-bathing Places, for first reference, for the 
convenience of the practitioner. The nature of the waters 
is roughly given, and the locality.* 

Spas. 

Affections of the Skin. 



Name. 


Character of Water. 


Situation. 


Aix-la-Ghapelle . 


Alkaline and alkaline 






earth ; also sulphates . 


Rhenish Prussia 


Aix-les-Bains 


»i »» 


Savoy 


Barbges 


Sulphiu'ous . 


Hautes Pyr^n^es, France 


Cheltenham 


Sulphur 




Harrogate . 


Various sulphur spas ; 






also iron and saline . 


Yorkshire 


Kissingen . 


Saline (chlorides) . 


Bavaria 


Kreuzuach . 


Saline ; strongly iodized ; 






mud baths 


Rhenish Prussia 


La Bourboule 


Highly arsenical . 


Puy de Ddme, France 


Lisdoonvama . 


Sulphur, etc. . 


Ireland 


Marienbad 


Saline (with iron) . 


Bohemia 


Vals . 


Alkaline and alkaline 
earths (bicarbonates) ; 






various spas 


France 


Vichy 


>f »> 


Central France 



^ Taken from my work on ' Health of the Senses.* 
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Special for Impoverished Blood. 



Name. 


Character of Water. 


Situation. 


Bath . 


Fepraginous . 


Somersetshire 




Franzenbad 


• • • • . 


Bohemia 




Pyrmont . 


Femiginous . 


Waldeck 




Schwalbach 


f> • • • 


Nassau 




Spa . 


i» ... 


Belgium 




Stahlbmnneii of 








Homburg 


>» 






Ttinbridge Wells 


ff 


Kent 




Vals . 


» 






• 


Special Affections of Women, 




Adelheidsquelle . 


Alkaline salts, with iodine 
and bromine 


Bavaria 




Bourboule . 


Highly arsenical 






Ems . 


Alkaline 






Kissingen . 


Saline (chlorides) 






Elreuznach . 


Saline ; strongly iodized ; 


(The mother-lye can 


be 




mud baths 


had for baths) 




Schwalbach 


Ferruginous 






Woodhall Spa . 


Bromine and iodine 


Lincolnshire 




Aperimt.—Tl 


le more important aperien 


t bottled waters are :- 


— . 


FriedrichshaU, I 


i^lllna, Hunyadi Janos, Ga 


rlsbad. 





Aix-Ia-Ghapelle 

Aix-les-Bains 

Baden 
Baden-Baden 

Bar^s 

Bath . 

Bourboule 

Bnxton 

Broitwich 

Kreuznach 

Lisdoonvama 



Joints, Rheumatism, etc. 



Alkaline and alkaline 

earths 
Alkaline and alkaline 

earths, and sulphates 
Saline and sulphurous 
Special lithia waters — 

saline, chlorides 
Sulphurous . 



Arsenical 
Brine Bath 



Near Vienna 



Hautes F^r^n^s 



Worcestershire 
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Health Eesorts. 

Lunga. 


1 


■• 


Nuns. 1 rrlndpiJ SesHin. 


atnuUgn. 




Algiers . . 
Baleuic Islands . 

Cuinen 
Colorado' . 
Davga llfltz 

Eastbourne 
Eastern Spain . 

Jersey 
Madeira 


Winter 

Spring and summer 

Winter. 

Summer and winter 

Winter and summer . 

More eapeoially winter 
Winter 

Mure espiicially winter 

Winter". . " . 
More especially winter 
Winter 


North Coart of Africa 

Riviera 

Valley of GtiBona (4,805 
feet) 

South of Ireland 
Riviera 

Kiviera 

Auvergne (3,300 feet) 
Riviera 

Basses Pyi^n&B (650 
feet 

Ireland 

Engadine (8,100 feat) 

Riviera 

East Pyr^n^ (2.000 ft) 














Penzance . . 

Sankt Moriti 
riouthem France. 

San Remo . 

Htations . 
Tangien. . . 
Torquay . 
Ventnor . 
Vemet 


More especially winter 
Winter and Hummer 

Wintar" 

More especially winter 

Winter / . . 

Summer 

Winter .... 

More eapeoiaUy winter 

Winter". . " . 




* I bate added this great health resort of Central North Amorica 
ind the Roolty Mountain Eange, beliering it, as I do, to ba one of th« 
finest in the world. 
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Some Important Sea-Bathing Health Eesorts. 

England, 



Blackpool, Lancashire 
Broadstairs, Kent 
Clevedon, Somerset 
Cowes, Isle of Wight 
Dover, Kent 
Eastbourne, Sussex 
Polkestone, Kent 
Ilfracombe, North Devon 
Lowestoft, Suffolk 



Margate, Kent 
Bamsgate, Kent 
Ryde, Isle of Wight ^ 
Scarborough, Yorkshire 
Southport, Lancashire 
Teignmouth, Devon 
Weston-super-Mare 
Whitby, Yorkshire 



Beaumaris 
Llandudno 



Aberystwith 



North Wales, 

Penmaemnawr 
Rhyl 

SowtU Wales. 

1 Tenby 

Isle of Man. 



Scotland, 



Ardrossan 
Nairn 



Ardmore 
Bray 
Glandore 
Kilkee 



Ireland, 



Oban 
Rothsay 



Kilrush 
Tramore 
Portrush 
Youghal 



Simple Waters in Bottles, — Apollinaris, Bilin, Lithia, -^Esculap ; 
Kreuznach (Mother-lye) can be had imported for baths ; Kissingen, 
Harrogate, Contrexville, Vichy, Vals, Bourboule, Ems. 

Pleasant Dinner Waters. — Apollinaris, Kali, Lithia, Seltzer. For 
syphon use. 



^^^m ^^^f 


^^^ 


^^^^M 


Abdomen 


Anostbetics in diagnosis, 45, 47, 6-2 




bichloride of mathjiene, 46 


enlargementa of, 328 


chlaroform, 4S 


phantom tumour of, 45 


chloramyl, 46 H 


Bhape of, 51 


ether. 46 ^M 


■kin of, 54 


Cbver's inhaler, 46 H 


Abdominal regiaoB, 55 


Junker's inhaler, 46 H 


AbortidB, 23 


Angioma urethra. See Urethra. fl 


caime of endometritis, 234 




perimetritiB, 254 


of a case, 26-74 


parametritiB, 259 


Ascent of uterus. 209 


pelvio haanatocele, 273 


Ascites 


subinvolution, 238 


differeutiated from ovarian 


caused by uterine sound, 112 


dropey. 333 


Abaceta 






325, 339 


264 ' ' 


Aspirator in diagnosis, 47, 62, 78, 


perimetritis, 255, 257, 269 




hieinatocele, 276 


use of, in pelvic abscess 259 


of vnlvo- vaginal gland, 3, 372 




Age 


tooele. 


in diagnosis, 27 


in oloBure of vagina, 359 


Amenorrh.™, 101.114 


Atresia 




of FalbpUn tube, 315, 386 


causcB, 101, 102. 104, 105 


uterus, 355, 356 


treatment, 106,107,109 


vagina, 356, 369 


varieties, 102 


vulva, 368 ^^ 


primary, 101 


Atroph; ^H 


secondary, 10! 


of the ovaries. 316 ^^M 


Balvanism in. 112,113 


AtthiU's cannula, 76 ^^M 


medicines indicated in, 108-111 


Avulsion, 2SS ^H 


wines, in, 107 


of fibroid tmnOUiB, 288 ^H 


general hygienic rales, 106 


of polypus, 219 ^H 


Amputation of cervix uteri 




for cancer, 303 


Barnes, Robert. See List of An-^l 


of uterus for inverBion, 216 


th on ties. ^H 


Antemia and chlorosis, 102, 104-lOS, 


Baths, 29 H 


120, 123 


in amcnorrhcE:^, 108 H 



W~ ' ^ 


^ INDEX 399 ^H 


H BaitiB— continued. 


Oecvix — coniiiiued. ^^H 




conoidal, 18, 19 ^H 


V endometritis, 233 






cyBtic degeneration of, 3S1 ^H 


■ t&ginitiB and vulvitis, 37S 


ectropion of, 208 ^H 




elongatioa of, 1S4, 185, 205 -^H 


■ when indicated, 289 


ecoaion of, 247 ^M 


table of reaulta, 289 


fleiioDB of, 153 ^H 


Bed or couoh, 31 


granular degeneration of, 247 ^^^| 




142, 1S5 


of, 203, 236 ^H 


in invergion, 60 


incii>;ou of, 16, 79 ^H 




in pregnancy, 19 ^^M 


in retrovemon. 168 


laceration of. 241-246 ^^M 


-with Boond, flO, 61 


depleUon of, 78 ^^H 


Bladder 


antero-poeterior diviaion of, TO, ^^U 


interfered with by diaplaoe- 


151 ^M 


ments, 17 


bilateral division, 80, 81, 151 ^H 


irritabiUtJ of, 3S3 


couical, 9 H 


calculus in, 5, 57 


hypertrophy of, ^^1 


changes in position, 17 


in prolapsus, 184 ^^1 


Bliatering of the cecvii nWri, 238 


Charcot, on hysteria, 117 ^H 


Broad ligamonta, 18, 17 


Chian turpentine in caocar, 304 ^^1 




Chloroaix. See Ansmia. ^^1 


Oanoer, 294-314 


Chromic acid ^^| 


of oavix, 204 


application of, SOS ^H 


of body of utenu, 310 


to cervix, 307 ^H 


of vagina, 364 


Chronic ^^1 


of vnlva, 363 


cervical endometritig, 230 ^^1 


Caruncle 


corporeal 233 ^^H 


vaacular, of urethra, 383 




Catarrh 


ClimacteHc, 27, 99, 133 ^M 


of cervix uteri, 227 


Clitoris, 4, 5 ^H 


Catheter 


hypertrophy of, 4, S ^H 


method of passine, 4 


lemnvol of, 4, fi ^H 


BElf-retaining, 200 


Coccygodynia, 384, 3SG ^H 




Collodion, 249 ^H 


298 


Colpitis. See Vaginitis. ^H 


Cauaiacs 


Colpo-pcriDeorrhsphy, 196 ^^1 


producing atresia, 95 




Cautery, 




galvanic, 79 




Paquelin, 78 


aperients in, 123 ^H 


CeUulitis, pelvic. See Patame- 




tritiB. 


^H 


Cervical roucvia 




character, 20 


uterus, 301 ^H 


Cervii 


Curette, '252 ^^M 




Cyetocele, 184 ^H 
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Cystnmst* 




ovirian. See Ovariui CjBte. 


Dr. John WiUiama on. 131 




neuralgic 125 


Ittpletion of cervix, 76 


obstractiffe, llfl 


Uiabeten 


ovarian, 113,129, 268 


prurihu, 392 




KphtholmoBcope in diagnoaia n!. 




382 




digital examinution, 5fi, 57 


121 ^ 


Ililatati™ of cervix 


Dyaootocia, 268 


by grBduated bon^ee, 51 








72 


Ecraaeur 


H^ar'ti dilators, 62 

b; Lawaon Tait'a method, 52 




galvanic. 219, 306 


by Priestly's dUator, 52 


in polj-puB, 21fl 


by tents. 48 


in fibroid tumonra, 28S 


l>iBohfli^e«, 30, 83 


in cancer, 305 


air, 09 


Braiton HioltB. 288 


chBitKster o(, 30, 6S 


Eczema of vulva, 365 




Electricity in amenorrhcea, 113 


muooiia,64 




nature of, 63 




XHiroe, 63 


Enunet'a operation, 243-246. Efa 


hrauorrhagio. 06-68 


List of Authoritiea. 


watarj,^^ 


for Inoeration of cervix, 246 


purulent, 65 




gonorrhiEtt], 351 


201 ' 


fretid, in cancer. See Cancer. 






acute, 227 


DoQche 


chronic cervical, 22fl, 230 


uterine and vaginal, 133 


chronic corporeal, 233 


Douglaa'a ponch 


use of aound in, 233 


BituatioD, 11 


Enemata, 24 




Epiaiorchaphy, 199 




of the cervix. 207 




E^otandergotine. 108, 111 


l)ropBj 




ovarian, 316 


in fibroid tumonn, S86 


Fallopian tube, 315 


in menorrhagia, 135 


of anmion, 329 




Duncan, Matthews. See List of 


Exploratory incision, 69 










111 


Eaciea 


Dyamenorrhrea 


ovariana. 63, 332 




cancerous, 301 


varieties of, 101 119 


Fffical tumoura, 328 


congestive or inflammatory. 


masHOB in the rectum, 312 


119, 127 


Fallopian tubes, 21, 315 


membranouB, 130 


cysts of, 310 
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Fallopian tubes — continued, 

inflammation of, 270, 3l5 

dilatation of, 22, 270, 315 

dropsy of, 270, 315 

patulous condition of, 21 

stricture of, 270 
Fat-thrill, 65 
Fever 

ovaritis in, 267 

haemorrhage in, 133 
Fibro-cystic tumour of uterus, 284- 

293 
Fibroid tumours of uterus, 262 

etiology, symptoms, 282-284 

enucleation, 287, 288 

extirpation of uterus, 288 

oophorectomy in, 289 

surgical treatment of, 286 

varieties of, 286-293 

differentiation, 281 

pathology, 277 

varieties of, 278 

differentiation of, from partial 
inversion, 211 

diagnosis, 279 
FcBtal heart-sound, 56 
Follicular degeneration of cervix 

uteri, 251 
Follicular vulvitis, 265 
Freund's extirpation 

of uterus, 308 

Galvanic pessaries, 113, 114 
Grenu-pectoral position, 11 
Glass rest, 347 
Glycerine tampon, use of, 81, 134, 

249 
Gonorrhoea (vaginitis), 351 

complications and results, 
352 

236, cystitis, 352 

latent, 352 

peritonitis, with, 357 

treatment of, 352, 354 
Goodell. See List of Authorities. 
Gouty diathesis and dysmenorrhoea, 

122 
Greenhalgh's metrotome, 82 

Hall's lancet, 92 
Hsematemesis, vicarious, 101 



Hsematocele, 262, 263, 272 

aspirating, 86 
^ pelvic, 272 

causes, 373 

differentiation, 262, 275 

puncturing, 86, 87, 276 

symptoms, 273 

intra-peritoneal, 273 

sub-peritoneal, 273 

treatment, 276 
Hsematometra, 356 
Hsemato salpinx, 315 
Hsemoptosis, vicarious, 98 
Haemorrhoids, 24 
Haemostatics, 134, 135 
Health-resorts, 396 
Hewitt Graily. See List of Autho- 
rities. 
Hildebrandt*s method of injecting 
ergotine, in uterine fibroids, 
286 
History of the case, 27 
Hot water, 286 

to arrest haemorrhage, 310 
Hydramnois. See Dropsy of Am- 

nion, 329 
Hydrometra, 356 
Hydrosalpinx. See Dropsy of 

Fallopian tube. 
Hymen, 9 

imperforate, consequences of, 9, 
10 

treatment of, 9 
Hyperaemia of uterus, 224 
Hyperaesthesia of vulva, 366 
Hypospadias, 358 
Hysteria, 116, 117, 125, 126 
Hystero-epilepsy, 4 

Charcot on, 117 

Incontinence of urine, 15, 383 
Injections 

intra-uterine, 91 
dangers of, 91 

different methods of employing, 
93 
Injectors, different kinds of, 94 
Instruments for diagnosis, 34-74 
for some minor surgical opera- 
tions, 75, 96 
Intra-uterine stems, 162-165 

26 
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Inyecaiim of uterus, 2i 



msthodB of reduction, 313 
Barnes's method, 215 
Bruton Hicks'a method, 215 
Emmet's „ 214 

Thomas's ,, 213 

White's „ 216 

Isthmus of ntema, 13, 1*, 16 

Knee-brBii»t paeiUon, 6, 171, 269 

Labia, affections of, 3, i, Sei 

Vulva. 
Laceration of cervii nteri, 2*1 
operation for, Emmet's, 241 
of perinieum, ID, 200 
consequenoes of, 197 
treatment of, 106-204 
TjMtatlon, 234, 331, 334 
I, 140, 141 



I^parotom;, 292 

Leeches, 109-127 

Leiter's temperature-regulator, 239 

Leucorrhoea 

B symptom, 136. See Dis- 
charge!!. 

eiamioation for, 137 

nature of, 136 

ragioal, 137 

Tarioties, 187 
Linece albicantes, 333 
Ljmpbatics 

relation to eepttCK 



i, 20 



Massage, 129 
Masturbation, 5 
Meaaoremeut of abdomen, 54 
Medical examination, 5, 12, 2G, 3: 
106, 126 
with Bpeovilum, S3 
Medication, intra -uterine, S8-B1 
Medicinal injection, 91 

agents, 88-91 
Menopanse, 27, 97 



Menopause — continued. 

affections of the, 27, 

Menorrhagia and metrorrhagTa, 132 

causation, 66-68 

treatment, 132-135 

some practical rules, 132-134 
Menstrual blood 

source of discbarge, and cha- 



I 



100 



and ovulation, 29, 97, 



1,29 



disorders of, 101 

irregular, 30 

vicarious, 101 
Metatbumeu, 321 
Metalla-thersp;, 117 
Microscope, 52-09 

as a means of di^^noBiB, 61 

in fibroid tumours, 285 

in ovarian tumours, 322.321.^ 

carcinoma, 297 

in discharges from ni 
63 
Mobility of nterua 

importADce of, 14' 
Morphia 

craving for, 117 
Mucous discharges. SesDischa 



application to oervii, 74, 78 
to uterine oavitj, 74, 78 
in malignaut diseua, 304, 30S 9 
to caruncle of itrethn, 383 

Noma, 372 

Nuok, canal of, 4, 375 

OccupatiouB and habits, 28 
"■ ments, use of, 93, 94 

in endometritis, 32S 

vaginitis, 353 

vnlvilis, 367 
Oophoritis, 266-260 
Oiiphoria, 268 
Oophoritis, 267 

acute and chronic, 267, 269 
Ophthalmoscope in diagnosis 30, 
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INDEX. 403^B 


Ob uteri esternimi, 19 


Fain—cimiia«ea. 


Ob uteri intenium, 13-16 


In back, llfi 


Ovarian diseaua, 3111-343 


in groins, 118 








hysterical, 118 








Palpation, 54 




abdominal. See Examination 


bunting of, 326 


of Case. 


contentB of, 320 


ParaoeuteaiB abdominiH, 83 




in ovarian tumours, 83 


^ diagucwis, 53, 327-310 










causation, 259 


H PoBitive and NegMiro Sigus, 




m 332-335 


diagnosiB, 260 


Kcploratory moision in, 69, 


aymptoms and physical mgna, 


70, 33* 


261 


fluid, character of, 321 


treataiont, 265 


gaogrene oE, 326 


Parturition 






inflammatioQ of, 337 


too tight binding, 139, 167 


pedicle, twiating of, 226 


PeMc fascia, 16, 17, 18 


phjBical signs of, 332 


Pacouaaion, 56 




Perimetritis, 2S3-2E9 


■ 331-339 


causation, 253 


m tapping in (throogii abdomsu), 




■ 32, 83, 340 


pathology, 254 


■ Ovaries, 22 


symptoma and physical aigni, 


■ abBence of, 318 


257 




Becosa, 254 


apoplexy of, 23 




atrophy of, 3I« 


Perineal, body, 196 


arterial supply, 23 


absence of, 197 


oyatB of. See Ovarian CratumB.. 






196 


dermoid cyatB of, 31Q 


needles, 203 


diBeaaea of, 31tj 


Perinajum, 10, 196 


diflplaeemeotB of, 816 


immediate treatment of lacera- 


hernia of, 376 


tion, 198 


neuralgia of, 118-125 




palpation of, 57, 59 




sarcoma or fibroma of, 316-327 


dangers anting from, 10, 197, 


tuberde of, 316 


198 


Ovariotomy, 311 


sbape of, 196 




relaxation of, 10 


Ovulation. See Menstruation. 


USB of, 197, 198 


Ovum, diseharge of, 99 


PeritonitiB, pelvic. See Perimetritis. 




Pessaries. Se« DisplaoementB. 


Pain 


abuse of, 143-147 
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mslliod of iDtrodudng tever, 
176 

auitocit'a, 183 
Bamea'a cup and stem, 130 
BUckbee'e, 140 
ChoiaberB's stum, 163 
oup and stem, 153 
Cutter's loop, 151 

Cutter's retrtiveraiun, 119 

„ prolapsus, 194 
Duncan on, 143, 144 

Galabin'n, 143 



g»lv« 



1,113 



I 



Zwiuick, 192 
Goodell on the lever pessair, 

174,176 
Greuiihatgh'a utodification of 

Bodge, 125, 126, 146 
Uewitt's crvUe, 149 

„ stem, 108 
Hodge's, and vaiietiea uf, 145, 

146 
Hnrd's, 161 

inflating pess&ry, 134, 13S 
in anteSexioji, 160-166 
in retraveiEion, 173-17S 
in retroflaiion, 180, 181 
Napier'e prolapeuu, 131 
Feoslde's stem, 108 
Smith-Hodge, 116 
Thomaa'e oiovable lenses, 150 
„ antcvenuon, 150 
„ modified Cutter, 152 
„ cup and stem, 164 
„ modified Smitb- 
Modge, 174 



Thomas 01 



144 



M Flscei 

■ FoljTl 



. 143-162 

watch-spring, 192 

Wynn Williams's stem, 163 

Zwanck's, 192 
Phjsomet™, 69 
Piles, 24 

Placental poljpi, 217 
Plaj^air's probe, 38 
Poljptome, Autlior's, 232 



Polyptome — conttnued. 

Sir J. Y. Simpson's, 221 
Poljpoa uteri, 217 

ceUolar, 217 

dioguusis, 217, 218 

differentiatian from in 
aterus, 209-211, 21S, i 

fibroid, 217 

glandiilBr or mucous, 21! 

signs and symptoms of, I 

positive, 213 

negative, 213 

treatment of, 219 

Atthill'a method, 220 
Porro's operation, 30? 
Porte-dLustiiiue, 94 
Position 

of patient For 



Boulum, 31-3 



igSim^Kfl 



a Cjsts. 



Bpeculum, i 
Posi tor (uterine), ' 
Potassa fu3a, use of, 95 
Potassa 6 calce, 96 
Pregnancy 

complicating ovari 
103. See Ovarii 

diagnosis of, 102 

early di&gnoaia of, t\jo 

differential diagnods of, 
283, 324, 335 

with cancer of atema, 308 
Probe, ntecine, of Sima, 38 
Procidentft uteri, 183 
Prolapsus of urethra, 381 

of uterus, 183 

of oiary, 11, 316 

of vagina, 362. See also FkhI 
lapsus Uteri. 

caoges, 362 

dit^oais, 363 

treatment, 363 
Puberty, period of, 98 
Pudendal bsmorrhage, 3, 874 

hernia, 4, 376 
Pumlent discliarges, pua in n 

45. See Discharge. 
Pjosalpinx, 270, 316 
Keotal examination, 24 
Rectal exploration 

Simon's method, 63 

specula, 70, 71 

syringe, 73, 74 



KectDcele, 186, 362 
Ractiim, 2 J 

neglect of, 24 

of Sims, 170 

Bantock'H, 170 

Bound as a, 172 
Best 

in djBmeDorrhixa, 12S 
Retention of meuHtmal flnii 
Retention of urine, 

mode of paxBing catheter in, 4 

with diflplacementa of i ■ 
15 
Eetrftetor, Bozeman'e, 74 
Retroflexion of uterus, 178 
Retroversion of uterus, 107 
Kheophoree, 112. 
Ronnd ligBjnect, 17 



..^ atteodin^'^V*^ 

atboa of introd® **e« 
i« ai«pl«en,e^?*<i 
Bub-involiitiou, a^^. 
var-iooa fanda ^^^ 
[Spas, 391 
Spaying, 2S9 
I f— » forcoa, 33 



, 35 

nS"i>avi3'B, 34 
FarguaaoD f, a/ 



. 35 



Kicord's, 34 
1 forceps. 



itroductid 



I 



Salpingitis, 270 
Sarcoma uteri, 312-3U 
Schroeder — operatinne fo 

the uterus, 307 , spouw '- , „♦■ 

Laparotomy, 288. Sos Liat of Sphin^er »ai, Jacerat,or» 

Authorities. Sterility, 385 • », 

SoirrhuB of uterus, 2B5, 298 I ™..=«, SSfl ^^ 

Scissors, Kuchemneiater, 

Sea-bathinff placea, 397 | Sub- involution <>' "'*''"'. ^ 

Semi-prone poature, 32 Suppositories, intro-uterj^^ *t« 



after tenta, 
Serons peritoniti 
Simpson, Sir J. Y. 
Authorities. 



254 



See List of 



sound, 40 
Sims, Marion, 16 
amputation of c 



Skene-Goodman catbeter, 200 
Skin, appearance of, 54 
in ascites, 334 



Stethoscope, 

JT«it,LaWBon, 

operation. ^»" 
iilat..rs of, 53 
.bdojninal section by. g 
Tampon-introducer, *9 **■* 

Tampon, vagina'. 90 
Tape?measum33 
Tiixisinreduct'0''0''°™''Wut^ 

213 ^'^ 

Temperature 

reduction of, 46 
Leiter'a regulafora, 269 
Tonaoulum, Sims's, 39 

in diagnosis of 2flcer»'ed oervj_. 

242 ^ 

in application, to iiterioecana 
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Tentd, 48, 82 


UteruB— «.N/in«ffl(, 


Uminoria, 43 


causation, 154 


■pcmge. 43 


GtuUard Tbomaa on, 153 


tupeJo. 48 




n»of,indiktinBcervi», 48 


diagnosiB, 155 


introducer, 50 




dangen Bttomling use, 50 


anteversionot, 140-1IJ5 


methud of introduction, 60 


degreee of, 141 


rulea to ubwrve when eniplov- 




ing, 60 




T«t-i»i>enioF Oliver, 44 


pesaarieaiD, 144 




areolar hyperpluia of, 


Thennometer, cUniciO, 45 


atre^a of. 356 


Thomaa. GaiUard. Sea List of 


axU of, 13, 14 


AnthoritiBS. 


oervix uteri. 18, 19 


TinnituB nurium, 30 


cancer of body of, 310 


ToCBion for removal of polypi, 219 


cervij, 296 








C0Dgt9ti0D of, 224 




conical cervix, 19 


82.268 






di^ia^-ementgof, 15, 139 


UmbilicuB, 54 
Urethra, B 


their prediBpuaiug cauiei. 


their resulte, direct and 


anpoma of, 381 


indirect, 140 


camnolo of, 383 


dijl««ion of. 


dilatabilltj of, 6, 383 


fibioEjBlao tumours of, 284 






uploiatioQ of, 5, 72 


of, 277 ^J 




fiiatJen of, 14 ^H 








passive, 225 ^H 


relstion t» vagina, 4 


liypertrophy and hyperpU^^^H 


Urethral forcejB, ly 


^33-236 ^^M 


diktor, 72 




orifice. 4 


chronic, 225, 226 J^H 




infra-viwinal portiOD of, 1^^| 




iDverBion of, 208 ^^M 


Urinal, 361 


iathmns, 13, 14 ^H 


Urinary Hrtula, 380-362 


ligamenta of, 14, IS, 17 ^H 


Uterine cavity 


mali){nant diaeaae of, ^^M 
mobility of, 15 ^H 






natural position of, 13, H ^^ 




polypuaof, 217 




procidentia of. See Fn>Ianu«, 


strutching of, 17 


prolapsus of, 1S2.204 


Uterus. 12 


Btage«Qf. 182 


ablation of, 308 


compUcated witll O^M 


amputation of the neck of, 305 


cele, ISS, 184 t^M 


antBtJeiion of, 152-185 


J 
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Uterus— continaedL 




ETadnarl desoent of utecuB, 


fringe, 73, 74 ^^1 
dilaUtion of, 347 ^H 


183 


pathology of. 185 


diachargea. See Discliargea. ^H 


causBtioQ, 186, I8« 


panceiiteuB, 86 ^^1 


Bj-mptoms.186, 137 


Vaginal portiou of oerviu, 18 ^H 


dittgnoBia, 187 


hypertrophy of, 134 ^H 


treatment, 188 


Vaginal waUa, 5-8 ^H 


peBBaries, 191-195 


relations to pelvio visceni, 5 -8 ^H 






ratrofleiion of, 178 


VagmiamuB, 344 ^H 


diagnosiB, 179 






Vaginitia, 348 ^H 


retroversion of, 188 


vikrieties. 349 ^H 


degreaBOf, 167 


diphtheritic, 349 ^^M 


Bymptoms, 167 


granular, 350 ^^M 


diagnosis, 168 


gonarrboBal, 350 ^^^H 


treatment. 169-178 




earooma of. 312 


Vomiting ^^H 


Becretiona of, 20 




ihape of, la-14, 18 


in perimetritis, 257 ^^M 


HtenoeiB, 79. See Conoidal 


Vulva, 1 ^H 


Cecvii. 


absceaaea of, 372 ^^M 


aobinvolution of, 233 


affecUona of, 365 ^^M 


size of, 13 


atresia of, 353 ^^M 


Bupportnnf, 17 


cancer of, 375 ^H 


weight, 13 






cutaneouB affeotiona of, 376 ^H 




cysta of, 3, 366, 374 ^H 


Vagina, 5, 355 


diseases of, 2, 365 ^H 


absence of, 356 


eczema of, 376 ^H 


atreaia of, 355 




cancer of, 364 


371 ^M 


cicatricea of, 356, 357 


gangrene of. 2, 372 ^H 


cloaure of, 9, 369 


hernia of, i, 875 ^^1 






diseasea of, 344, 364 




distenaion of from imperforate 


hydrocele of, 375 ^^1 


liymen, 9, 356 


inflammation of, 370 ^^H 




fiBtuls of. 360 


lupus of. 369 ^^M 


hernia of, 364 


oriace of. ^^M 


influanco of reapiration on. 6 


prurigo of, 365 ^^H 


decubitus on, 10, 11 




mTiBcalarity of, 5 


pruritus of. 36S ^^H 






134 


aypbilJa of, 366, 363-370, 373 ^H 


praUpse of, 362 


warta of, 373 ^H 


reUtion of 5-8, 


vaHi of, 374 ^^H 


Taginal doneh, 133 


Vulvitis, 370 ^^1 


orifiije,2 


of dhildren, 370 ^^M 
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Weir Mitoheirs treatment of 
ohronio ovarian excitement, 129, 
ISO, 239 
Wells, Sir Spenoer, trocar of, 83 
ffUMded do., 83 
on fibroid tumours, 280, 289, 

292 
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